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CLINICAL AND EMBRYOLOGIC REPORT OF AN EXTREMELY 
EARLY TUBAL PREGNANCY; TOGETHER WITH A 
STUDY OF DECIDUAL REACTION, INTRA- 
UTERINE AND ECTOPIC* 


By W. A. NewMan Doruanp, A.M., M.D., F.A.C.S., Cuicaco, Inu. 


EmBrYOLOGIC RerporT BY GEORGE W. BARTELMEZ, PH.D., CHICAGO 


A VERY YOUNG TUBAL EMBRYO 


N NOVEMBER 17, 1916, I presented before the Chicago Gyne- 

ecological Society the wet specimen of a tubal pregnancy 
removed three days before, together with a water-color drawing 
showing the exaet size and appearance of the tube and gestation sae 
at the time of removal. Service in the United States army during 
the war and other unavoidable delays have prevented an earlier com- 
plete report of this case. The history of the patient is as follows: 


Mrs. K. M., twenty-six years of age, had given birth to a male child six years 
before the present coneeption, and had not been pregnunt since. There was no 
history of pelvie disease at any time. The menstrual record was normal, the 
last period covering from September 29 to October 5, 1916. There was no re- 
turn of the menses on November 1, and on Friday, November 10, the patient 
suffered an acute attack of pain in the right lower quadrant of the abdomen 
which was of sufficient severity to cause her to faint. There was no vaginal 


*Read before the Chicago Gynecological Society, April 21, 1922. 


Note: The Editor accepts no responsibility for the views and statements of au- 
thors as published in their ‘‘ Original Communications. ’’ 
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bleeding at this time nor any prior to the date of operation. Dr. Norman Kerr 
saw her at the time of the attack and pronounced the condition either tubal 
pregnancy or appendicitis. The patient experienced another attack of pain of 
less intensity !ater in the same day, and a third attack, also of but slight severity 
on Sunday morning, November 12. Dr. Kerr now positively diagnosed a tubal 
gestation and advised immediate removal to the Polyclinic Hospital. There was 
at no time any elevation of temperature. 

That evening (November 12) I was asked to see her. The examination at 
this time elicited tenderness in the region of the right broad ligament, but ne 
mass could be detected. The uterus was slightly, but distinetly, enlarged. A 
presumptive diagnosis of carly ectopie pregnancy was made and immediate re- 
moval to the hospital advised. 

The patient was admitted to the West Side Hospital that evening, and at 
eight o’clock, Tuesday morning, November 14, I made an exploratory ineision. 
The appearances were those of an early normal intrauterine gestation. The 
uterus was enlarged as if the seat of a conception. Both tubes appeared abso- 
lutely normal; there were no adhesions, no discoloration, and no nodules to be 
detected by the eye on either side, nor was there any trace of free blood or clots 
in the pelvie sac. The general opinion of those present was that we had to deal 
with a very early pregnaney in utero. There wes a fresh, well-marked corpus 
luteum on the upper posterior surface of the left ovary. The vermiform ap- 
pendix was healthy. 

I felt, however, that there must have been some cause for the attacks of col- 
icky pain, and on gentle palpation of the right fallopian tube a very minute 
kernel could be felt near its middle point. The tube was removed and the abdo- 
men closed, the natient making a speedy reeovery. An incision on the upper 
aspect of the tube opened into what seemed to be a normal lumen, but when the 
incision was extended slightly, a pearl-like globule, as is well shown in Fig. 1, 
came into view, confirming the diagnosis of a very early tubal gestation. The in- 
tact specimen, after its presentation before this Society, was given to the patholo- 
gist, Dr. George W. Bartelmez, of the Anatomical Department of the University 
of Chieago, who made the following report. 

Age.—lIt is usually diffieult to estimate the age of pregnancies of 
the first month and none of the early tubal pregnancies that have 
been reported have any reliable data for determining the age. Our 
only recourse then is to estimate the age from the stage of develop- 
ment reached by the embrvo. 

The only young tubal ova in which embryos were found are those 
of Penkert (1911) and Johnstone (1914). In hoth the embryos were 
so badly injured in opening the tube that it is well nigh impossible 
to place them in the series of voung human embryos, at least from 
the deseriptions that have been published. 


Penkert’s ovum came from an unruptured tube removed heeause of its size 
and suspiciously eongested appearance in the eourse of an ovariotomy. The 
cavity of the ovum, as ealeulated from a fairly complete series of sections 
ured 12.1 x 7.54 x 4.75 mm. The 


, meas 
» villi at one pole of the ovum were extraordin- 
arily long, to judge from his figure, or else the extraembryonic celom was 
larger than the figure indicates. In anv ease, it is probable that before dehydra- 


tion and imbedding the dimensions of this ovum, including the villi, were 
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greater than any of those in Table I, which were all measured in formol before 
dehvdration. In an ovum of this size one would expect to find an embryo of 
14 to 20 somites and about 3.5 mm. long. The fragment which Penkert identi- 
fied in his sections probably came from the caudal end of the embryo, but he 
could not be certain of this. It is impossible to come to any conelusion from 
his figures and description since what he labels amnion has bloodvessels and blood- 
islands in its wall. This might, of course, be the region of the amniotie duct 
in the helly-stalk, but he states that he failed to recognize this latter struc- 
ture. He concluded that the embryo was in about the same stage as the Strahl- 
Beneke specimen. This is not at all probable, not only because the chorion is 
altogether too large but because the structure he has called amnion is also too 
large. There are two possibilities which this author did not discuss. One is 
that most of the embryo was lost and that he had in his sections only the prim- 
itive streak-end. The absence of lateral body-folds in the sections illustrated 
militates against this, but the ereat distortion might have eliminated them. The 
second possibility is that the embryo developed more slowly than the chorion 
and, in spite of the presence of mitotic figures, it may have been very abnormal 
in form. It is not at all uneommon to find an embryonie rudiment resembling 
a primitive streak in tubs] ova as weli or in abortions of the first month. Con- 
sidering the diseased condition of the ovaries of this individual it may well be 
that the ovum produced was not capable of normal development. In any ease, 
the embryonie fragment gives no reliable evidence as to the age of the pregnancy. 
Penkert’s estimate of the age rests entirely upon his naive acceptance of the 
patient’s statement that the precautions against fertilization were omitted on 
only one occasion, namely on the day that a menstrual period was due. This 
expected period failed to appear. The obvious explanation of this is that the 
ovum was already implanted in the tube at the time of the supposed fertilization 
and that the flow was inhibited in the usual manner. This is far more probable 
than to assume, as Penkert does, that development proceeds much more rapidly 
in tubal pregnancies and that this relatively large ovum was younger than the 
Bryce-Teacher specimen. There is no reason to doubt that the ovum before it 
is implanted must pass through a definite series of transformations which take 
about eight days, whether the ovum be passed on to the uterus or whether it 
is held back in the tube. If we add this time to the period that elapsed between 
the date of the lapsed period and the operation we get a minimum age of 21 
days which agrees roughly with the size of the ovum as compared with uterine 
ova of this age. As we shall see in some eases tubal ova are decidedly smaller 
than uterine ova containing embryos of the same stage. Certain features of 
the placental anlage also indieate an age of three weeks or more. They are 
the great development of ‘Haftzotten,’ large masses of evtotrophoblast, and the 
appearance of mesodermal cores in all villi. The author’s statement that ‘all’ 
villi are already vascularized indicates a four weeks’ placenta. 

Johnstone’s ovum was implanted on the fimbria tube of a patient who had 
not missed a period. He gives no dimensions for his ovum, and the embryo 
was injured mechanically and also somewhat macerated. He came to the con- 
clusion that it belongs in the series between the Glaeveke and the Pfannenstiel- 
Kroemer embryo. (These are numbers II and III respectively of the Kiebel und 
Elze Normentafel, 1907.) The former is an early neural plate stage; the latter 


has the neural groove open throughout its entire length. All of the sections 


that are figured in Johnstone’s paper are through the eaudal end of the embryo 


and all show the nervous system as a closed tube. Johnstone concluded that the 
sections passed transversely through the fragment of the embryo but that they 
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were oblique in the rostro-caudal direction. Now, since the closed neural tube 
appears in a section which ventrally passes through the allantoie diverticulum 
we may conclude that the neural tube was closed practically as far as the 
primitive streak. This would indicate an embryo of 14 or more somites. John- 
stone gives two possible lengths for his embryo based upon the number of 
sections in which embryonic fragments are present. One is 1.6 mm. the other 
2.142 mm. He was doubtful as to whether it was quite normal. 

Dorland’s embryo is the youngest in which the data permit of a reliable 
determination of the age. The well-preserved embryo corresponds to certain 
others which range between 20 and 21 days after the fruitful coitus. Numer- 
ous smaller tubal ova have been described, as, fer example, by Mall (1915, 
tables 3 and 13; see especially No. 754) but they are all pathological and there 
are no data to indicate how long they were implanted or to what extent their 
growth may have been retarded in obviously diseased tubes. 

The youngest normal embryo reported by Mal! in this study of 146 tubal 
pregnancies was No. S08 which was 4 millimeters long. He gives its menstrual 
age as six weeks. 

The clinical data concerning our specimen have been given above. If we as 
sume that the development of the entire product of conception was retarded or 


halted at the time of the first serious attack on November 10, then fertiliza- 


Fig. 1.—Dorland’s embryo Iwo views of the fresh tube, about natural size, 


tion occurred in the third week of the menstrual cycle which began September 
29. This is taking for granted that its age is three weeks. Accordingly, im- 
plantation began during the first days of November, and a week later the ero 
sion of the tubal wall resulted in a very slight hemorrhage, sufficient, however, 
to produce the first attack of pain and fainting. 

When the tube was removed and opened the ovum slipped out through the 
incision, for it had been loosened by the hemorrhage and palpation. Only the 
tips of a few anchoring villi remained in the implantation-chamber which had 
been excavated in the tubal wall. There are as vet no data as to the ap- 
pearance of the normal implantation-site at three weeks, and it is therefore im- 
possible to say how far it departs from the normal in this ease. As Mall (1915) 
stated for all of his cases, there is no sign of any decidual tissue. Some regions 
of the implantation-site show a round-cell infiltration; in others polymorphs pre- 
dominate, and large mononuclear elements also appear usually containing pigment 
which is probably derived from ingested blood. The villi are similar in ap- 
pearance to those of ova aborted from the uterus at this stage of develop 
ment. There is no clear evidence of any phagocytosis of maternal blood-elements 
by the syncytium of the villi. 


To judge from the free hand drawing of the fresh specimen (Fig. 1), the 
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chorionie vesicle (ovum) measured eight by twelve millimeters. Its dimensions 
as determined from the sections are 8 x 6 x 4 mm.; the difference between the 
two sets of measurements represents collapse and shrinkage resulting from dehy- 
drating and imbedding in eelloidin. The chorion is rather smaller than would 
be expected from the stage of development reached by the embryo which had at 
least fifteen somites. This may be judged from the following measurements of 


somewhat younger ova recorded in the literature. 


TABLE I 
| NUMBER OF; 
DESIGNATION | CHORION | LENGTH 
MESODERMIC AUTHORITY 
OF EMBRYO VILLI | or EMBRYO | . 
| SOMITES | 
Mall embryo 391 16x14x12 mm. | 2) mm. 8 | Dandy, 1910 
HS87 U. of 18x113x10.8 mm. | 2. mm. 8 Evans & Bartelmez. 
Chieago Coll. 1917 
Eternod’s 16.3x14x12 mm. 2.12 mm. 9 Eternod, 1896 and 
embryo ‘ DuGa’ 1899 
HS U. of 21.3x18x9.4 | 3.38. mm. 14 Bartelmez 


Chicago Coll. | (unpublished) 


All of these ova came from abortions which had probably been mechanically 
induced, the embryos are normal and the measurements of the chorion are very 
probably typical of normally implanted ova at this stage of development. It is 
significant that the chorion of the nine somite embryo ‘‘H 98’’, deseribed by 
Wilson (1914, p. 344 ss.), is also exceptionally small, as it measured 9x8x5 mm. 
including the villi whilst still in formol. Now this embryo shows the same pro- 
nounced type of dorsal flexure which our specimen exhibits. It came from an 
abortion, ‘‘causation undetermined.’’ Since this specimen of Wilson’s had been 
implanted in the uterus it is not possible to attribute the small size of tubal 
ova to mechanical pressure inhibiting growth. The real difficulty is probably in 
the abnormal food-supply. This is clearly indicated by the almost invariable irregu- 
larity in distribution of the villi which characterizes ectopie pregnancies. In 
these cases there are large areas of chorion with few or no villi (cf. Figs. 1 and 
2). In older specimens there is evidence of degeneration, as Mall (1915) 
reported, but in our case it is more probable that few secondary villi developed. 
There is a small group of them where the belly-stalk (pd.abd.) becomes continu- 
ous with the chorion. At the opposite pole there is a large group which shows 
well in Fig. 2 (vil). here alone the villi are crowded together in the manner 
typical of a chorion frondosum. These villi were not apparent in the fresh 
specimen because they were closely applied to the wall of the tube. The long- 
est villi measure 1.4 mm. in the sections and their structure is typical for this 
period of development. There are three layers; the mesenchymal core, the Lang- 
hans cells (cytotrophoblast) and the outer syneytium. The mesenchymal core is 
being vascularized. It is covered by a single continuous layer of cytotrophoblast 
which in turn is usually separated from the intervillous space by a continuous 
sheet of protoplasm with nuclei imbedded in it, viz., the syneytium. At the 
ends of certain villi—those, in faet, which served to anchor the ovum to the 
wall of the implantation-chamber—there are large masses of trophoblastic cells 
with distinet cell-boundaries. All such masses are not necessarily in contact 
with maternal tissue. When they extend out into the intervillous space and in 
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sections appear as detached masses they present the appearance of cell-islands 
and have been deseribed as such (ef. Grosser, in Keibe! and Mall, ‘* Manual of 
Embryology,’’ 1911). 


EMBRYOLOGIC FINDINGS OF DORLAND’S SPECIMEN 


The tube with the ovum attached was imbedded in eelloidin. The sections 
vary in thickness from about twelve to twenty-five micra and unfortunately all of 
the sections through the embryo itself were not preserved. It is accordingly im- 
possible to give a complete description of the embryo and much of the interpre- 
tation is based on a detailed knowledge of the anatomy of other human em- 
bryos in about the same stage of development. 

The Embryo.—Figs. 2, 3, and 4, give a good general idea of the appearance of 
the embryo. It was cut as nearly in the sagittal plane as it could be in view 
of the slight spiral twist of the long axis. 


Fig. 2.—A photomicrograph of the wall of the tube and the ovum which had been expressed 
from the tube after the removal of the latter. Magnified seven diameters Emb., embryo; 
lum., lumen of tube filled with exudate and blood; pd. abd., belly stalk; wil., chorionic villi. 


The outstanding feature of the external form is the sharp dorsal flexure at the 
level of the fourth pair of mesodermie somites (cf. Fig. 5). In this respect it 
resembles the nine somite embryo described by Wilson (1914, Figs. 5 and 6). 
This flexure cannot be regarded as normal since it does not oceur in perfectly 
preserved specimens obtained under the most faverable circumstances. As has 
been pointed out, the chorion in Wilson’s embryo was also exceptionally small. 

The embryo, measured in the sections from tip to tip is 1.55 mm. long. For 
comparison with those embryos in which the dorsal flexure is not present it is 
necessary to ‘measure it as if it were straightened out. This length is 2.8 mm., 
and agrees very well with Pfannensticl III which was 2.6 mm. long _ be- 
fore sectioning. Figures 3 and 4, are made from photomicrographs of the two 
sections nearest the midline, and Fig. 5 is a composite drawing of the salient 
features of the sections of the one lateral half which is completely represented 
in the series with the exception ef the nervous system. 


Nervous System.—The nervous system is in the form of a tube open both at the 
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Figs. 3 and 4.—Photomicrographs of sections 4 and 5 respectively, through Dorland’s em- 
bryo. X 45 diameters. Am., amnion; cr. neur., neural crest; dien., diencephalon; gang. 
ac. fac., ganglion acousticofaciale; int. catud., hind gut; lin. pr., primitive streak; mem. 
cl., cloacal membrane; mem. ph., pharyngeal membrane; mg., magma; up. a., anterior neuropore; 
np. p., posterior neuropore; ph., pharynx; pd. abd., belly stalk; p. int. p., posterior intestinal 
portal; rmbc., hindbrain; sac. vit., yolk sac; thr., thyroid evagination; vent., ventricular loop 
of heart; wes. opt., optic vesicle; ves. ot., otic vesicle. 


| 
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is. The anterior neuropore appears in Figs. 3 and 5, 
to extend at least as far back as the optic vesicles 


opt.). The latter were cut in the horizontal plane owing to the spiral 
twisting of the embrvo’s long axis. They were in contact with the overlying 
may be seen in Fig. 3. This is a matter of particular interest 
elation has heen found only othe) human embryo (Bartelme: 
1922, No. 470, Carnegie Coll.) and was not present in any of the specimens studied 
by Bach und Seefelder 1911 The lens will subsequently arise from this over- 
lying ectoderm but as vet there is no indication of a lens-thickening. It is at 
this time, doubtless, that the eetoden receives the stimulus for lens-productis n 
which the optie vesicle can transmit to any region of the skin, as the striking 
experiments on transplanting the optie vesicle in the lower vertebrates have 


clearly shown. 
The enlargement immediately eaudal to the optie vesicles is to be interpreted 


Behind it is a gap occupied by the midbrain 


f the diencephalon die) 


I \ tr roj s wit e | se 
i Dorland’s « educed 66 dia ters 1 eproduct 1 
at ul Ss aortae not hore neur. neura est; 
ja gang icoustico-faciale caud., hind gut vi ‘ 
ical membrane; me pl il mie ‘ a. inter neuro] ‘ 
1 1 inter intestina tal; nr hindbrain; sa t., yolk s 
t it ve opt tic Ves 
r mes pealon which was lost im the sections. Its position is marked by it 


al flexure ex. cr.). The rostral end of the hindbrain on rhombencepha!on 


mobe, appears in Fig. }, with a ortion of the neural erest (crn) arising from 
| 

it. Part of this emigrating mass of cells probably enters into the trigeminal gan- 

elion. Opposite the lower end of this part of the hindbrain, the outer or skin 


eetoderm on either side is thickened and forms the walls of a shallow pit (ves.ot.). 
That is to sav, this differentiated patch of ectoderm is beginning to invaginate. 
vesicle from which 


We have here an esrly 


the membranous labyrinth arises. 


stage in the development of the otie 


vet closed. The eaudal neuropore 


Cul recognized in Fig ana is indieated in Fig. np.p.). sevonad this the 


At the enaudal end the neural tube has not 


rostral and caudal en 
ipa.) Where it is see 
—— 
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neural folds merge into the primitive streak (/in. pr.) which extends around 
the caudal end of the embryo and is continuous with the anal plate. This thick- 
ening of the ectoderm is the outer component of the cloacal membrane (mem. cl.). 

Gut.—-As the embryo is still for the most part spread out on the yolk-sae 


(sac. vit.), the greater part of the gut is still in open communication with the 


eavity of the volk-sae. The fore-gut has closed as far back as the primordium 
of the liver. Rostrally there is a well-marked oral sinus (sin. or.) separated from 
the pharyngeal cavity by a thick oral membrane (mem. ph.) in whieh the eeto- 
dermal and entodermal moieties are pertectiv distinet. A minute spur of ento- 
derm extends rostrally to the oral membrane indicating the presence of the pre- 
oral gut o1 pouch of Seesel, These relations may be seen in Figs, 3 and &. 
Behind the oral membrane the floor of the pharynx may be seen extending 
into the pericardial cavity as a shallow diverticulum with thickened walls. This 
is probably the anlage of the thyroid gland (thr.), for it lies just caudal to the 
level of the first visceral pouch. Since this evagination appears as a_ thick-walled 
tube in the slightly vounger embryos described by Wallin (1913) and Low (1908) 
it is probable that most of it was in the sections of our speeimen which were 
lost. In Fig. 5, it will be seen that the fore-gut turns abruptly behind the 
thyroid anlage and appears as a straight tube with a narrow lumen opening be- 
low into the cavity of the yolk-sae (sac. vit.) at the anterior intestinal portal 
(p.int.a.). Owing to the marked dorsal flexure this part of the fore-gut is at right 
angles to the mid-gut which has not yet separated from the yolk-sac. Accordingly, 
the rostral wall of the tube is the floor, the caudal wall the roof, of the gut 
which has been separated from the yvolk-sae by the caudally directed progress 
of the head-fold. From the conditions described by Low (1908) and Wallin (1913) 
in their specimens we should expeet the rostral (really, ventral) wall of the 
gut in the region of the anterior intestinal portal to be thickened, as the anlage 
of the liver. Such an hepatie thickening can be made out only with great diffi- 
eulty in our embrvo. 

The sections in which the posterior intestinal portal appeared were lost but 
the section reproduced in Fig. 3, is obviously through the side of this portal (p. 
int. p.). This seetion shows also a part of the diverticulum of the hind-gut 
which extends out into the belly-stalk and represents all there is in man of the 
entoderm of the allantois. Its position is indicated in Fig, 5, (all.). Figs. 
3 and 5 show the cloacal membrane (mem. ¢l.) clearly 

Sonites.—The composite drawing of most of the sections of one side of the 
embrvo which is reproduced in Fig. 5 shows all of the somites of that side pro- 
jected on a single plane. There appear to be fifteen fully constricted off from 
the segmental plate. The first is rudimentary, the second to eighth are longer 
dcorso-ventrally than they are in rostro-caudal extent and have the dermatomes 
differentiating. The last seven are more nearly square in section as may be 
sudged from Fig. 4, Plate, and have enlarged myoce@ls. In number of somites 
this embryo agrees with the specimens of Giglio-Tos (1902) and Tandler (1911, 
‘*Hal 2°’). Only certain details of the nervous system of the former have been 
published and the deseription of the heart is all that has as yet appeared econ- 
cerning the latter, so no detailed comparison is possible. 

Heart.—The heart is not unlike that of ‘‘Pfannenstiel II1I1’’ as modeled and 
deseribed by Low (1908) and that of ‘Hal 2’’ figured by Tandler in 1911, (Figs. 
374-376). These two embryos differ in only one particular, namely, as to whether 
the primordium of the atrium is single or double. It is impossible to say which 


is the ease in our specimens. In the seventh section of the series, the bulbus 
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aorte, ventricular loop, atrium and part of the sinus venosus extending into 
the septum transversum can be recognized and have been drawn into Fig. 5. 

From what has been said it may be concluded that this embryo is closer to 
Pfannenstiel ‘‘III’’ than any other human embryo of which we have an ade- 
quate description. The optic vesicles are distinctly farther along in development 
than in that specimen and there is one more pair of somites; but on the other 
hand the gut seems less differentiated. The heart and otie plate agree very well 
as to their development in both embryos. There is no detailed description in 
the literature of any specimen intermediate between these two and the twins 
with 17 to 19 somites reported by Watts (1915). 


A COMPARATIVE CLINICAL STUDY OF A GROUP OF EARLY ECTOPIC 


PREGNANCIES 


As would be expected, most of the early embryos have been found 
in the uterine cavity. Caturani (1914) states that ‘‘the most accu- 
rate study of the literature shows that if the early uterine ova are 
few, the early tubal are extremely rare.’’ He adds, however, that 
‘‘the earlier the age of the ovum (tubal) the more reliable the data, 
as compared with those offered by early uterine ova.”’ 

There is a small group of the early tubal pregnancies with which 
it will be necessary to compare the clinical and histologie findings 
of the present case in order to satisfactorily determine their relation- 
ship. This group will not include the pathologie ova of Mall, nor 
his youngest normal ovum which had attained to the size of 4 mm., 
thereby being removed from the class to which my embryo belongs. 
There remain for consideration, then, only the cases of S. W. Band- 
ler (1912), M. Penkert (1911), F. A. Stahl (1902), M. Caturani (1914) 
and R. W. Johnstone (1914), which in their clinical manifestations 
and histologie findings approximate those of my own ease. 


The Ova of Bandler and Stahi.—Bandler’s case was reported in 1912 as ‘‘the 
earliest recorded case of ectopic gestation.’’ However, no embryo was discovered 
in the ovum, which, circular in outline and attached to the upper wall of the tube, 
measured 3.75x3.5x2 mm. While these ovular dimensions are materially smaller than 
those of the present ovum, which measured 8x6x4 mm., the absence of the embryo 
would make it impossible to determine the age of the gestation and would necessi- 
tate the grouping of this specimen among the pathologic ova. Moreover, the 
macroscopic appearance of the affected tubes in the two cases would militate 
strongly in favor of the younger age of my embryo, although the clinical histories 
of the cases are almost identical. 

Bandler’s patient was married two months and complained for a few days 
after her last menstruation of severe cramp-like pains in the right side. There 
was, however, no fainting spell. On operation, the right tube presented a purple 
and congested appearance, and the ovary of that side was enlarged to about 
three times the normal size and contained a hemorrhagie mass about the size of a 
walnut. These pathologie findings differ materially from the present case in 
which a healthy appearance of all the organs was noted. 

The specimen removed by Stahl in 1898, which he judged to be of about the 


second to the third week in age, but in the description of which no reference is 


\ 


DORLAND: EARLY TUBAL PREGNANCY 225 


made to the presence of an embryo, must also be grouped among the pathologic 
ova, The gestation was of the ampullary type of tubal pregnancy, the sae lying 
within the fimbriated extremity of the right tube. The diameter of the ovule was 
7 mm. 

Caturani’s Ovum.—Caturani, in 1914, reported a tubal gestation which, he 
claimed was not more advanced than three weeks, thus antedating the youngest 
tubal ovum of Couvelaire, which was 4 weeks old. 

Caturani’s patient was 31 years of age, and had one child 3 years old. The 
last menstruation was January 15-20, 1912. On February 17, she was seized with 
severe abdominal and pelvic pain attended with syncope and a slight show of 
dark-colored blood. Operation revealed a moderate quantity of free blood in the 
abdominal cavity, but no clots. A slight punctiform rupture was found in the 
upper part of the isthmic portion of the left tube close to the uterine end. 
A corpus luteum of pregnancy existed in the left ovary. No embryonic area was 
found, probably, as Caturani states, ‘‘due to trophic disturbances, as is borne 
out by the relative disproportion between the blastocystic formation and evolu- 
tion of villi.’? It should be remembered, however, that it is possible for a normal 
development of villi to take place in the absence of the embryo. The findings 
thus recorded necessitate the grouping of this specimen among the pathologie ova. 

Penkert’s Ovum.—Penkert’s specimen was removed from a woman 382 years of 
age, who had been sterile for two and a half years. Her menses had always been 
regular. The last menstruation occurred on March 6, and the flow was due again 
on April 3. She indulged in coitus on the night of April 3-4 and a few days 
later suffered severe abdominal pain, her menses having failed to appear. A 
physical examination showed the uterus to be enlarged and retroposed. There 
was a small elastic tumor the size of a child’s head in the left side of the pelvis 
adherent to the surrounding structures; also, in the right side of the pelvis near 
the uterus was a tumor the size of a pigeon’s egg. Laparotomy was performed 
under spinal anesthesia with tropocain. The left ovary showed a cystic tumor; 
on the right side was a pigeon-egg sized ovary with three cherry-sized ceysts. 
The right tube was as thick as a little finger, bluish-red in color and adherent, 
and contained the gestation-sac already described. 

Johnstone’s Embryo—In May, 1914, R. W. Johnstone, of England, reported 
a very early ovum embedded in the infundibulum of the left tube, the recent 
corpus luteum being located in the right ovary. The specimen was accidentally 
discovered during a Gilliam operation for retroversio uteri. It was a case of 
primary infundibular attachment, not a tubal abortion. The size of the ovum 
was 2.73x6x5.6 mm.; it was flattened and almost circular in outline, and about the 
same size, Johnstone claimed, as the ova of Rossi Dorio and Eternod. The 


embryo measured 2.1x1.6 mm., and Johnstone estimated its age at about twenty 
days. 


As in my ease, the tubal attachment showed no trace of true decid- 
ual reaction in the form of decidual cells; but there was a very obvi- 
ous invasion of the trophodermie elements into the tubal walls, both 
cells and syneytial masses being found at some little distance from 
the surface. The entire stroma of the tube at this point was in a 
most chaotie state of disarrangement, which Johnstone attributed to 
the lack of the protective action of the decidual cells which were 
absent. The embryologie findings of this ease and their relative 
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stage of development as compared with my embryo have already 
been noted. 


DETERMINATION OF EMBRYONIC AGE 


The question of paramount interest in the scientific study of early 
embryos concerns the age of the given case. Unfortunately, we have 
no accurate eriteria by which we may exactly estimate this, since we 
know practically nothing concerning the relationship existing be- 
between the processes of ovulation, menstruation and fertilization. 
Could we but know the exact time of the meeting of the ovum and 
the fertilizing element this question would be settled for all cases. 
Even in those instances in which it is positively known that but one 
coitus has occurred, there will remain an indefinite period of several 
days during which time fertilization may occur. Nevertheless, 
Teacher and Bryce (1908) consider single coitus a very important fac- 
tor in determining the ovular age, and it must be admitted that if but 
one coitus is positively known to have oceurred the question of age has 
been narrowed down to a limited number of days. Then arise the 
perplexing questions of the actual place of meeting of the sexual ele 
ments, the rate at which both spermatozoon and ovum ean travel in 
the genital tract of the woman, and the time during which an unfertil- 
ized egg can survive in the peritoneal cavity or fallopian tube; also, 
how long it is possible for the spermatozoon to retain its vitality and 
fertilizing power within the female genital tract. Still another ele- 
ment of uncertainty arises from our total ignorance of the exact time 
of expulsion of the ovum from the graafian follicle. According to 
Leopold and Ravano (1907), in only 62 per cent of the cases is there 
a synchronism in the two phenomena of menstruation and ovulation; 
consequently, in 58 per cent of the cases ovulation may occur at any 
time other than during menstruation, and in these women conception 
may oecur then, the exact time of fertilization remaining a matter 
of great obscurity. 

Von Spee and Minot believe that from seven to eight days elapse 
from the time of fertilization in the tube until implantation occurs in 
the uterine fundus. With this estimation as a working basis it is 
possible, by noting the stage of development of the embryo proper, 
to arrive at a pretty accurate estimation of the age of the embrvo. 
This will include the condition of the chorion of the blastoevst, the 
presence or absence of a cellular layer in the trophoblastie process, 
the presence or absence of an arrangement of the thin mesoblast in a 
dense layer around the chorionic wall, and the presence or absence 
of indentations of the wall (Teacher and Bryce). 

The ingenious formula devised by Mall for determining embryoric 
age, which formula is expressed by the equation, 


days VY 100 = length of embryo in millimeters, 


POLAK: HYPERTENSION AND FIBROID DISEASE OF UTERUS 227 


while approximately accurate, will not give satisfactory results in 
every instance. 
SUMMARY 

The interesting and outstanding features of this case are the fol- 
lowing: 

1. I believe we have here the earliest recorded tubal pregnancy. 

2. The embryo, measuring but 1.55 mm., or, when the dorsal flex- 
ure is straightened, 2.8 mm., and showing but 15 somites, groups itself 
among the smallest of all recorded embryos. 

3. The fallopian tube shows no sign of decidual tissue. 

4. A sharp dorsal flexure in the outline of the embryo closely ecor- 
responds to that noted in Wilson’s embryo, is not a natural condition, 
and probably was produced by the contracted position of the ovum in 
the tube. 

5. The unusual relation of the optic vesicles, which are in eontact 
with the overlving ectoderm. 

6. The very early stage in the development of the otie vesicle. 


(To be continued in the October issue.) 


WHAT IS THE RELATION OF HYPERTENSION TO FIBROID 
DISEASE OF THE UTERUS ?* 


A CLINICAL STUDY 


By JOHN OsporN PouLaK, M.Sc., M.D., F.A.C.S., anp Epiry A. 
AND ANNA B. McGratu, Brookiyn, N. Y. 


UCH. has been written relative to the effect of fibroid disease of 

the uterus upon the cardiac muscle. Many of the older writers 
gave us the impression that there was a definite association between 
uterine fibroids and disease of the myocardium, and as recently as 
within the last decade our esteemed Fellow, Dr. Herman J. Boldt, 
wrote in reference to the fibroid heart. MeGlynn, in a later con- 
tribution, supported by clinical study and autopsy findings, discred- 
ited all influence of fibroid disease on the cardiae muscle, attributing 
the changes found in the heart muscle, not to any definite texin or 
toxicity indigenous to fibroids but to a consequent and progressive 
secondary anemia. 

Personal observations on a large number of women who have been 
followed for periods of from 5 to 20 years, and in whom we have seen 
fibroid disease of the uterus develop, and whose blood pressure and 
eardiae state has been carefully observed during all this period, sug- 


*Read at the Forty-seventh Annual Meeting of the American Gynecological Society, Wash- 
ington, D. C., May 1-3, 1922. 
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gested to me that possibly there was some relation between fibroidal 
changes in the uterus and hypertension. In order that we might ar- 
rive at some definite clinical conclusion on this matter, I have had 
the histories of 416 patients suffering from fibroids, who have been 
under our care during the past five years, reviewed, studied and their 
blood pressure readings grouped. The graphics of these readings 
will show at a glance what the effects of fibroids are on tension. 

In this study, we have divided our eases into (a) those in which the 
fibroid was associated with hypertension prior to operation; exclud- 
ing the other causes of high blood pressure, antedating the presence 
of the tumor, such as the presence of kidney lesions or cardiovascular 
disease where there was a history of such conditions; (b) those 
fibroids associated with low pressure; (ce) the effect of menorrhagia, 
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Chart I.—Showing curves of hypertension (A) and hypotension (B) in a series of 240 cases 
of fibroid of the uterus. Ilemorrhage was present in 58 per cent of 82 cases of hypertension 
and in 59 per cent of 168 cases of hypotension. The solid line refers to the preoperative 
readings, the dotted line to the postoperative. 


when continued over a long period, on the blood pressure of the 
woman; (d) the effect of hysterectomy with the removal of both 
ovaries, on the subsequent pressure of the individual; (e) the effect 
of hysterectomy with the conservation of one or both ovaries, on the 
subsequent behavior of the woman’s pressure; and finally (f) the ef- 
fect of radium and x-ray treatment in the management of fibroids 
for the control of hemorrhage, or reduction in their size on the eardio- 
vascular system. 

Fibroids associated with hypertension, have usually been found 
in women over forty, the average age being forty-six, and in those 
who have been the subject of renal or eardiovaseular changes. All 
of these women have had careful and exhaustive pre-operative study, 
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including auscultation of the heart, pressure readings at rest, after 
moderate exercises and after active exercise. Their kidney funce- 
tion has been earefully investigated chemically and microscopically; 
and where their urinary output has been questionable, as shown by 
a low phenolsulphonephthalein elimination, study of the blood chem- 
istry has been made to determine the urinary retention. 
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Chart II.—Showing that profuse bleeding and hypertension are coincident with increasing 
age in this study and that tension temporarily rises after operation. The solid black line 
refers to preoperative, the dotted line to postoperative, blood pressure curves. 

Hence, we feel that the cases included in this group may properly 
be considered as fibroids associated with essential hypertension, not 
to any intercurrent lesion. (Chart I.) 

In the second group we have included those fibroids associated 
with low pressure, hypotension. These cases have been found among 
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relatively young women where the fibroid has either produced no 
symptoms, or where there was no knowledge of the existence of a 
tumor until the patient presented herself for a general physical ex- 
amination. Some few eases in this class presented immense tumors 
and gave a history of abdominal enlargement over two or more years; 
yet cardiac examination and blood pressure readings showed little 
or no disturbance. (Chart IT.) 

In the third group we have considered the eases of fibroids asso- 
ciated with a prolonged history of menorrhagia and its effeet on 


pressure. These patients have not fallen within any definite age 
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limit. The secondary anemia has at times been profound, and usu- 
ally as will be shown in the graphie, the pressures instead of being 
lower, as one would expect in exsanguinated patients, were higher 
than the normal pressure to the age would seem to justify. 

Age appears to play an important role in the bleeding cases 
women between 38 and 48 having the highest pressures as well as 
losing the largest amount of blood. (Chart IIT.) 

In the fourth elass we have included those women who have had a 


hysterectomy with ablation of both ovaries, and noted the effect 
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of breaking the endoecrinal balance on their subsequent pressure. 
(Chart IV. 

In the next class we have endeavored to demonstrate that the re- 
tention of an ovary or ovaries after the uterus has been removed 
leaves the woman with a lower pressure than when complete ablation 
has been done. Unfortunately this graphic does not justify this 
conclusion. (Chart V.) 
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The final class shows the effect of radium and x-ray on fibroid and 
the subsequent pressure of the woman. This class is rather disap- 
pointing for a large number of these patients were poor operative risks, 
having cardiovascular or renal disease, and radium treatment was 


selected instead of operation for these reasons. 
CONCLUSIONS 
1. That there is no effect on blood pressure that can be attributed 
to the presence of fibroids in young women. 
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2. That patients with myomata who have high pressure are usually 
over forty years old, or near the time of the climacteric, or are the 
subject of renal or cardiovascular disease. 

4. That bleeding in fibroids seems to be salutary and has no direct 
effect on pressure, but when suddenly cheeked by operation or ra- 


dium, temporarily raises the pressure. 
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Chart V.-—Showing preoperative (solid line) and postoperative (broken line) blood pressure 

curves in hysterectomies. the upper set in cases with one ovary conserved, the lower witl 
double odphorectomy. Demonstrating that the effect of breaking the endocrine balance is 


4. That removal of the uterus and ovaries in women of forty or 
over, raises the pressure for a varying period, but unless there is 
some intercurrent disease, the woman rapidly regains her pre-opera- 
tive pressure. 

5. That conservation of the oyary or ovaries secures for the woman 


a less tumultuous operative climacteric. 
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Chart VI.—In the 416 cases 14 per cent showed an albuminuria, especially common between 
hirty-nine and forty-six, while the greatest age in these cases with albuminuria was fifty- 
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Chart VII Showing that the immediate effect of radium on blood pressure in fibroid 
cases was to produce hypertension. Solid line refers to preoperative, dotted to postoperative, 
observations 


And finally, that the pressure and nervous phenomena are more 
pronounced after radium than after operation. 
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REVIEW OF ONE ILUNDRED CASES OF WOMEN WITH PELVIC 
TUBERCULOSIS WITH SPECIAL REFERENCE TO THE END 
RESULTS OF OPERATIVE TREATMENT? 


By Revuspen Pererson, M.D., ANN Arpor, MICHIGAN 


Vedieal School 


ryiis studs of the end results of the operative treatment of pelvic 

| tuberculosis was undertaken in order that the conelusions drawn 
therefrom might serve as a guide for the treatment of future cases. 
lor it must be confessed that the fate or health of most of the pa- 
tients operated upon during the past twenty years in the University 
Hlospital and private clinies was unknown. In short we have been 
In no position to summarize the results of our own clinical experience 
with this disease, whereby certain definite principles of treatment for 
the different varieties of pelvie tuberculosis could be formulated and 
carried out with prospect of suecess. 

The hundred cases used for this report have not been selected; on 
the contrary, each operative case since 1901, proved tubereulous by 
microscopie examination, has been included in the list. This insistence 
upon microscopic examination as a criterion, while proving that each 
and every case was tuberculosis, since the examinations were made 
in the Pathological Laboratory of the University of Michigan, neces- 
sitated the exclusion of not a few cases undoubtedly tuberculous from 
a clinical standpoint. However, the inclusion of such cases thought to 
he tuberculous by inspection and palpation would have given rise 
to so much doubt as to their true nature when it came to the study 
of end results that the present plan was adopted. 

It was hoped that by persistent work through follow-up letters to 
patients and referring physicians, inquiries through the social service 
department and other agencies, the after-histories of the patients who 
survived the operation and left the hospital could be ascertained. 
Thanks to the courtesy and kindness of all concerned in this work 
this hope has been fulfilled, rather remarkably, since we have been 
able to trace and secure the postoperative histories of all but two of 
the 93 patients who were operated upon for various forms and degrees 
of pelvie tubereulosis, who survived the operations and were dis- 
charged from the clinics. This despite the faet that some of the 


patients were operated upon nearly twenty years ago. While in some 
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cases the information has lacked in detail, on the whole the result 
of this follow-up work has been quite satisfactory and has plaeed in 
our possession some valuable and interesting data from whieh it 
has been possible to draw certain conclusions. While the investiga- 
tion has developed interesting data connected with the various forms 
of pelvie tuberculosis, only the portions having to do with the end 
results of operative treatment will be made use of. 

Since every case which microscopically showed any part of the 
generative tract or the peritoneum to be tuberculous was included in the 
series, naturally the material is varied from the ordinary inflam- 
matory case which laboratory investigation proved to be tuberculous, 
to the very severe tubereulous infeetion dingnostieated prior to opera- 
tion. Relatively few cases, however, were of the unsuspected variety, 
showing that the disease was fairly well advanced at the time of the 
operation. 


PRIMARY MORTALITY 


With the exeeption of four cases of colpotomy, one case of trachelor- 
rhaphy which showed tuberculosis and a dilatation and curettage 
where the patient refused a second operation, the abdominal or pelvic 
cavity was opened during the course of the surgical treatment. 

The primary mortality was 7 per cent. The operative mortality 
in any series of cases will depend upon the nature of the material 
and upon the kind of treatment employed, whether conservative or 
radical. Therefore the various mortality figures of different authors 
for the operative treatment of pelvie tuberculosis mean very little 
when considered by themselves. Undoubtedly Norris is right when he 
states in his recent admirable monograph ‘‘Gynecological and Obstet- 
rieal Tuberculosis’? that the operative mortality from the operation 
per se in properly selected cases of tuberculous salpingitis is not 
greater than in other chronie tubal infections. Towever, it is prae- 
tically impossible to make a selection of such cases, for usually the 
tuberculous infection is not confined to the tubes but involves other 
portions of the generative tract as well as the pelvie and abdominal 
peritoneum. Pelvie adhesions due to tuberculosis uniting the in- 
testines and omentum with the uterus and appendages are entirely 
different from a technical standpoint from pelvie adhesions eaused 
by other bacterial agents. Separation of tuberculous adhesions is a 
hazardous surgical procedure since the integrity of the gut is quite 
frequently impaired, necessitating, after separation of the adhesions, 
repair of gut injuries by suture or resection. 

Again, since pelvic tuberculosis is usually a secondary infection 
from a focus elsewhere in the body, failure to detect or estimate the 
extent of the primary tuberculous lesion may result in a high primary 
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mortality from general and not from local causes. More and more is 
the pelvie surgeon averse to opening the peritoneal cavity in chronic 
disease where there is an elevation of temperature. Experience has 
shown that where this rise occurs and the pelvic inflammation be cir- 
cumscribed, the infection may be a mixed one and contamination of 
the peritoneal cavity may be followed by fatal peritonitis. Hence it 
is good practice to investigate well the causes of rises of temperature 
and pulse in pelvie inflammatory disease before undertaking any 
operative procedure. 

Analyzing the causes of death in the seven eases it will be seen that 
errors in judgment in subjecting the patients to operation and not 
errors in operative technic were mainly responsible for the results. 
In four of the eases there were distinet rises of temperature and pulse 
rate due to pulmonary tuberculosis as evidenced by chest findings. 
live of the deaths resulted from general tuberculosis, pulmonary or 
acute miliary, and were merely hastened and not produeed by the 
operations. In the light of our present knowledge, operation would 
have been decided against in five out of the seven cases where death 
resulted. 

It must be remembered that the clinician of today is in a much 
better position than was his predecessor to determine definitely the 
presence and extent of pulmonary tubereulous lesions. Roentgenog- 
raphy has been a great aid in detecting pulmonary lesions where 
physical signs were doubtful and sputum examination negative. Hence 
it is the surgeon’s duty to make the most exhaustive examination of 
the chest in every ease of pelvie inflammatory disease, especially when 
the local signs are accompanied by an elevation of temperature. 

FAMILY HISTORY OF TUBERCULOSIS AND CHEST FINDINGS ;—100 CASES 

As before stated the positive diagnosis of pulmonary tuberculosis 
has been greatly developed during the period in which this series of 
eases occurred. Cases undiagnosticated fifteen years ago are easily 
recognized today. In spite of this inaccuraey there were positive 
chest findings of tubereulosis in 25 per cent of the 100 eases while 
there was a family history of tuberculosis in 22 per cent. These are 
important facts in any consideration of end results of operative treat- 
ment of the pelvie tubereulous process, since quite a proportion of 
the patients who died after leaving the hospital not only had positive 
chest findings at the time of operation but the reports showed they 
died from pulmonary and not from the pelvie lesions. 

SECONDARY MORTALITY 

There were 16 secondary deaths over a period of 18 years, as would 
be expected in any series of cases in women whose ages ranged from 
13 to 50 and whose average age was 29.2. General paresis, carcinoma 


of the cervix, carcinoma of the face, uterine fibrosarcoma, peritonitis 
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due to a second operation, were each responsible for a death while 
two cases of intestinal obstruction, one following an operation for 
vaginal feeal fistula, and one due to a myosareoma caused death in two 
instances. Of the 16 patients who died later 9 succumbed to some form 
of tuberculosis. In five cases, the cause of death was stated to be gen- 
eral tuberculosis, 9 years, 8 years, 11 months, five months and one month 
subsequent to the operation. In three cases pulmonary tuberculosis 
was given as the cause of death, a few months, 3 months and 8 years 
following operation. 

It is interesting to note as confirmatory of what has been stated 
above that 7 of the 9 patients who died later of tuberculosis had posi- 
tive chest findings when operated upon. 


END RESULTS IN ADDITION TO PRIMARY AND SECONDARY MORTALITY 


In all there were 23 deaths, 7 primary and 16 secondary, leaving 77 
of the 100 operated patients to be accounted for. Fortunately we have 
been able to trace all but two of these patients. Of these 75 patients 
from whom reports have been received 73 are alive and in good health, 
while two, though alive, are in poor health. 

Just as with cancer patients after operation these reports must be 
considered in connection with the age periods since the operations. 
As has been pointed out by a number of authors, just as with cancer, 
most of the postoperative deaths occur within two years. Perhaps 
our series is unique in the fact that we have been able to keep track 
of some of our patients over such a long period of time, nearly twenty 
years. 

From 15 to 20 years after the operations 13 patients were living 
and well; from 10 to 15 years, 18 patients; from 5 to 10 years, 20 
patients; and under 5 years 22 patients. 

This is not an unsatisfactory showing considering the nature of the 
material from which the series of pelvie tuberculosis cases is made up. 
For instance, in the 100 cases the peritoneum was involved 60 times, 
omentum 20, uterus 30, right tube 67, left tube 61, right ovary 30, 
left ovary 25, appendix 8 and cervix 2. Ascites was present in 23 of 
the 100 eases. 

Our figures are about the same as those given by other authors as 
quoted by Norris and Greenberg. Strikingly better statisties can be 
explained, not from more skilled surgical treatment but by better 
judement in discarding eases hopeless from the extent of the primary 


or secondary lesions. 
SERIES OF 44 CASES OF PELVIC TUBERCULOSIS WHERE UTERUS AND 
APPENDAGES WERE REMOVED 


In an endeavor to arrive at some exact figures regarding the fre- 
queney with which parts of the genital tract are the seat of the 
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tuberculous lesion, where all tissues removed have been examined 
microscopically, 44 cases of hysterectomy with bilateral  salpingo- 
oophorectomy have been grouped and studied. Obviously this is the 
only method by which it can be determined what organs are involved, 
sinee if they be not removed they cannot be examined microscopically. 
For the sake of convenience the results of this investigation have 
been arranged in Table I. 

In explanation of the frequeney with which the ovaries were found 
tuberculous in the series it may be said that Doctors Warthin and 
Weller of the Pathological Laboratory took the ground that the ovary 
itself was involved in periodphoritis and did not think it advisable 
te speak of periodphoritis and odphoritis as separate conditions. Un- 
der this classification involvement of the ovary in our series, 45.1 per 
cent, corresponds with the higher percentages of such involvement re- 
ported by Terillon and Williams. Greenberg’s percentage based upon 
the number of oOphorectomies, 166 in 200 eases of pelvie tuberculosis 


Was 55.1 per cent, Just exactly ten points lower than in our own series. 


22.7 per eent) of the 


It will be seen that in nearly one quarter 


ff cases makine up the series the uterus, tubes and ovaries were 


involved in the tubereulous process, while the tubes were involved in 
SO.5 per cent and the uterus in 50 per cent of the eases. These fieures 
certainly should make us pause in regard to the advisability of leaving 
i portion of the internal genital traet when operating upon pel ie 
tuberculosis. Certainly one would hesitate to leave the uterus when 

Is involved in fifty per cent of the cases. It is doubtful whether 
any method of treatment except ablation will eure tuberculosis 
of t] iterus and if it be not cured it Is a constant menace » th 
patien 

The eontention of Norris that the uterus should be preserved in 


order to interfere as little as possible with the blood supply of the 
ovaries whieh aceording to his classification he found involved in a 
small proportion of eases, 4 out of 51 eases (15 per cent), would seem 
hardly justifiable. Doubtless it is desirable to preserve ovarian fune- 
tion as long as possible but not at the risk of leaving behind such 
lesions as tubereulosis or ecaneer. 

On the whole a study of the table would seem to demonstrate the 
superiority of radical treatment of pelvie tuberculosis. The demon- 
strable advantage of the radical over more conservative treatment is 
not so overwhelming as to entirely settle the question, vet the figures 
are quite convineing. The very fact that the uterus and appendages 
were removed in this series of 44 cases shows that macroscopically 
these organs were considered diseased enough to demand removal 
and showed that the pelvic tubereulous process was not in its in- 


eipieney but was advaneed. Additional proof is present in the per- 
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TABLE I. 


SERIES OF 44 CASES PELVIC TUBERCULOSIS WitTH HYSTERECTOMY AND BILATERAL 
SALPINGO-OOPHORECTOMY 


DEATHS 


SECONDARY DEATHS 


Uterus, tubes, ovaries 10 22.7 1 Itbe. general 9 years 


Itbe. general 5 months 


Uterus, tubes 7 15.9 | 1 
Uterus, tubes and one | 
ovary 1 2.2 | J 
Uterus alone 9.0 0 11 Intestinal obstruction 
| Careinoma cervix 
Tubes and ovaries 8 18.9 0 lL tuberculous peritonitis, 5 mos. 


Both tubes 13 29.9 0 1 Pulmonary tuberculosis 
1 Following operation later 


Uterus involved 99 50.0 
Ovaries involved | 19 | 43.1 | 
Tubes involved 39 | 86.3 | | 
Peritoneum 30 66.6 
Ascites present 20.4 1 (above) (above ) 
Deaths 10 22.7 3 4 the. 

other causes 
Patients living and well 54 77.3 | | 
Positive chest findings | 14 31.8 l(above)\3 (above) 
Living and well. with 


chest findings 10 22.7 


centage of cases of involvement of the parietal peritoneum, 35, (66 
per cent) and the number of cases where ascites was noted, 9 (20.4 
per cent). If more proof be needed as to severity of the tuberculous 
infection in the series it is shown by the preoperative chest findings, 
14 or 31.8 per cent, a much higher percentage than in the entire 
series (25 per cent). In spite of these apparent handicaps the per- 
centage of those living and well after the operations was distinctly 
higher than in the whole series of 100 cases (77.3 as compared with 
73 per cent). 

The radical operation for pelvie tuberculosis while giving the best 
end results must not be performed as a routine procedure irrespective 
of other factors in the ease. It must be borne in mind that it is of the 
utmost importance to determine the extent and severity of the primary 
foeus of the disease and to act accordingly so far as operation is con- 
cerned. In this as well as in the larger series errors in judgment led 
to most of the primary and quite a proportion of the secondary deaths. 

In view of the findings in certain cases where for one reason or 
the other no organs could be removed, merely tissue for diagnosis, it 
is not so imperative to remove tubereulous as cancerous foci. For 
example, in the larger series there were 12 cases of exploratory lap- 
arotomy and biopsy. In all eases the peritoneum was involved. They 
were apparently desperate cases yet 50 per cent of these patients 
were living and well from 1 to 18 years after the exploratory opera- 
tions. This would bear out the contention of those who assert that 
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a certain proportion of even severe forms of pelvic tuberculosis of 
the ascitic or fibroplastic type recover under medical treatment. 

There were 23 out of 100 cases with ascites. In 6 of the cases 
tissue only for diagnosis was removed. Three of these patients recov- 
ered and were living and well from 3 to 18 years after operation. In 
17 eases with ascites where the tuberculous foci were removed there 
were 4, one primary and three secondary deaths. The 13 remaining 
patients, 76.4 per cent, practically the same percentage as in the 
series of 44 cases were living and well at the last reports. 

The appendix was removed in 26 cases and was reported tuberculous 
in 8 instances, twice the lesion being judged to be primary and 6 
secondary. 

Nearly all authors have commented upon the frequency of fistulae 
following operative procedures for pelvic tuberculosis. These fistulae 
involve the intestine or bladder and connect with the vagina or the 
surface of the abdominal wall. They arise usually from attempts to 
separate bowel adhesions during which the integrity of the gut is 
impaired. Such accidental tears of the gut in ordinary lesions due 
to gonorrheal infection are easily repaired and rarely fail to heal. 
This is not the ease in pelvic or abdominal tuberculosis where fully 
one-third of such aceidents result in fistulae. 

The formation of fistulae is aided by drainage of all kinds whether 
abdominal or vaginal. For this reason drainage in tuberculous lesions 
is to be avoided whenever possible. 

In the series of 100 cases there were 5 fecal fistulae, either vaginal, 
abdominal or both. Three of these patients died while two are alive 
with the fistulae still open. In one patient who entered the clinic 
with a vaginal feeal fistula and where the uterus and appendages 
were removed for far advanced tuberculosis, a permanent left inguinal 
eolostomy was performed after a number of failures to close the 
fecal fistula in the upper third of the rectum. 

There were two vesicovaginal fistulae following the operations in 
women who refused further operation. One died 8 vears after the 
operation, of pulmonary tuberculosis, the other still retains her fistula 


eighteen years subsequent to operetion. 
CONCLUSIONS 


1. Since pelvie tuberculosis in women is usually a secondary infee- 
tion it is of the first importance to find and estimate the extent of the 
primary focus before deciding for or against operation for the pelvie 
lesion. 

2. Operation should be postponed or avoided altogether when the 
pulmonary tuberculous lesion is extensive. 


5. Otherwise the percentage of primary and secondary deaths will 
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be high, since the operative procedures may: augment the pulmonary 
lesions, as shown in the series of 100 cases analyzed where over 50 
per cent of the patients who died had demonstrable pulmonary tuber- 
culous lesions. 

4. The end results of the operative treatment of pelvie tubereulosis 
are on the whole favorable, since about 75 per cent of the patients 
should be alive and in good health after a considerable period of years. 

5. Whenever the condition of the patient warrants, radical removal 
of the pelvie organs is indieated since more than one portion of the 
genital tract is usually involved in the tubereulous process and be- 
cause the best end results follow such radical removal. 

6. Unless too extensive, tuberculosis of the peritoneum will be 
eured if the other pelvie tuberculous lesions be removed. 


(For discussion, see p. 308.) 


A STUDY OF ADENOCARCINOMA OF THE FUNDUS OF THE 
UTERUS 
By J. V. Metas, M.D., Boston, Mass. 


Y ADENOCARCINOMA of the fundus is meant any carcinoma 

erowing in the uterine cavity above the internal os, springing from 
the surface epithelium or from the gland epithelium of the fundus. 
There are two types of this tumer; the adenomatous, and the type with 
solid cords made up of cancer cells. It is probable that the latter is a 
later development of the adenomatous type. No distinetion will be made 
between these two types in this paper. Mallory’ states that in the 
fundus the tumors ‘‘may grow in solid alveolar, or gland form.”’ 

There is one other type of carcinoma occurring in the fundus of which 
there is probably one instance in the series of cases at the Free Hos- 
pital for Women. This is the epidermoid carcinoma. The specimen 
Shows no carcinoma in the cervix or below the internal os, yet the piec- 
ture under the microscope is that of large masses of epithelium with 
two or three early pearl formations. This type is rare and only one has 
come to our notice. It is probably due to a metaplasia from the cancer 
cells growing in cords to a squamous epithelium, as it sometimes takes 
place in carcinoma of the endocervix.? 

Adenocarcinoma may develop or start in any part of the mucous mem- 
brane of the uterine cavity. It then progresses by a heaping up of the 
membrane until it covers the entire surface of the epithelium of the 
carcinomatous mass in one area, or it may spread over the mucous 
fundus. In the one type it forms a large mass that is loeated in one 
area only, and in the other it may spread widely, leaving no part of the 
epithelium intact. At an early stage the tumor shows a delicate, shaggy, 
finger-like process from which offshoots may oceur, and the heaping-up 
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of these processes soon forms the rough, soft, mass so characteristic of 
most eases. Although in our series we have seen no very early eases, 
there are two cases in which the curettings have shown typical adeno- 
eareinoma, but after removal of the uterus no carcinoma could be found. 
This probably means that a small growth was entirely removed with the 
curette. 

The size of the uterus varied greatly, from 5 em. in length to one 
which was 19 em. in length. In one-fifth of the cases in this series the 
uterus was less than 7 em. in length. 7 em. to 8 em. is the normal length 
of the virgin uterus.? Many of the tumors, therefore, did not cause an 
enlargement of the uterus. In four eases it was 5 em. in length. These 
were probably atrophied uteri. One-third were of normal size and the 
rest 9 em. or over. The usual appearance was that of a normal sized or 
enlarged uterus with a mass of soft, friable material which grew from 
its wall. There was usually a definite mass with a broad base, and 
numerous smaller areas of the same material scattered over the uterine 
mucosa. 

This paper is based upon a study of forty-four eases of adenocarei- 
noma of the fundus of the uterus operated upon at the Free Hospital 
for Women in Brookline, Massachusetts, since 1903. In nearly all the 
eases records, microscopic slides, and the specimens themselves were 
available for study. 


SYMPTOMS 


The average age in our series of cases was fifty years, the youngest 
being thirty-five and the oldest sixty-eight. There were three patients 
from thirty to forty vears old; twelve from forty to fifty; twenty from 
fifty to sixty; and nine from sixty to seventy. As fifty to sixty is the 
age generally quoted for the most usual development of this disease,” * ° 
it is interesting to note that there were fifteen cases under that age, so 
that even in younger women the disease must be looked for carefully. 

Thirty-seven of the forty-four patients were married and of this 
number thirty-three, or 75 per cent had children; so that judging from 
our figures, the disease is more likely to be found in women who have 
borne children than in those who have not. The average number of ehil- 
dren was three. Many writers believe carcinoma of the fundus to be a 
disease of the nulliparous,* * © * but this belief is not substantiated in 
this series, for most of our cases had borne children. Ashton says, ‘‘the 
disease attacks women who have borne children and those who are sterile 
with about equal frequenecy.’’ Fifty-five per cent had passed the meno- 
pause, the average vears bevond it being eight. Forty-five per cent were 
still having their catamenia, thus making the diagnosis in these cases of 
eancer of the fundus from the history more difficult. 

Venstrual History.—When this tumor oceurred before the menopause 


the first symptoms were those of menorrhagia or metrorrhagia. It was 
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usually noticed that there was a prolonged flow, sometimes approximat- 
ing a real hemorrhage, with or without clots. Other cases had a small 
amount of bleeding between periods with a large amount of flow at the 
time of catamenia. Later a discharge was usually noticed. 

Discharge —This usually occurred before the bleeding in cases after 
the menopause, and after the bleeding in cases before the menopause. 
At first the discharge was thin and watery, due to the normal excretion 
from the epithelium and the thin-walled vessels of the tumor.* But it 
soon beeame foul, irritating, and blood-tinged, because of the presence 
of infection, or necrosis of the tumor mass. It was occasionally blood- 
tinged on account of the proximity to the surface of the fine vessels in 
the tumor. 

Bleeding.—Bleeding in cases past the menopause, and one of the 
causes of it in cases before the menopause, is due to necrosis, infection 
and sloughing of the tumor mass. This may give rise to startling 
hemorrhages or it may be just a show of blood lasting but a few days. 
Bleeding is sometimes definitely related to overexertion and straining.* 

Pain.—Pain was not a constant symptom, and a feeling of pressure 
and discomfort in the pelvis was much more frequent. In eases of long 
duration there may be pain in the back and legs due to pressure on the 
sacral plexus.* 

Anemia.—In some eases there was a marked secondary anemia, espe- 
cially in those in which there had been a great amount of bleeding. 
Also, in the very advanced cases when the tumor was of large size, there 
was an anemia even without the presence of severe hemorrhages. 

Cachexia.—Cachexia was not generally noted in these eases of cancer 
of the fundus, although in some of the advanced cases with metastases 
it was marked. 

Loss of Weight.—Loss of weight occurred in but eight of our forty- 
four eases, while seven were gaining weight. Loss of weight usually 
occurred in the cases showing a severe anemia and large growths. 

The average duration of symptoms was one year and eight months, 
the shortest being six weeks and the longest ten years. This makes it 
quite apparent, considering the statistics given below, that if the cases 
were operated upon as soon as the symptoms presented themselves, the 
percentage of cures would be nearly perfect. The symptoms are pres- 
ent early in the disease and are very evident, but because of the fact 
that they appear about the time of the menopause they are frequently 
overlooked, and are attributed to that very change of life. Any patient 
with abnormal bleeding or discharge at that period of life, even if no 
other symptoms are present and if a thorough physical examination is 
negative, should be submitted to an intra-uterine examination at once 
to determine the presence or absence of adeno-carcinoma of the fundus. 
Beeause of its slow growth and late metastasis, this is one of the most 
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favorable types of carcinoma with which to deal. Therefore, if an intra- 
uterine examination is made early and the curettings examined, it 
should be one type of cancer easy to control. Kelly and Noble* ™ state 
that, ‘‘Carcinoma of the body of the uterus is the most favorable of all 


forms of carcinoma of the reproductive organs.”’ 
DIAGNOSIS 


The diagnosis of the disease from the history, symptoms, and exam- 
ination is not easy, as is evident from the statistics given below. But 
supported by Microscopie sections it becomes comparatively easy in 
nearly all eases. 

In our series of cases, ten, or 22 per cent, were diagnosed before opera- 


tion as earcinoma of the fundus. The rest were diagnosed as follows: 


Flowing (dilatation and curettage for diagnosis 1S 
Leiomyoma 12 


Carcinoma of the cervix 2 


Retroversion 1 
Atresia of the cervix ] 
The diagnosis: ‘‘flowing; dilatation and curettage for diagnosis,’’ 


means that the cases presented symptoms that necessitated an intra- 
uterine examination because of the suspicion of carcinoma. The diag- 
nosis of carcinoma of the fundus was considered in many eases along 
with the other diagnoses. The patients were submitted to a dilatation 
and curettage; the curettings were examined, and a hysterectomy per 
formed after a positive diagnosis was made. 

In the cases diagnosed as fibroids, a dilatation and curettage was done 
In some cases with fibroids the curettings were so suggestive that the 
patient was sent from the operating room to wait for a microscopic 
diagnosis. In others a hystereetomy was performed for fibroids and the 
eancer not discovered until the specimen was examined in the laboratory. 

The confusion of these cases with those of cancer of the cervix is not 
so great as would be expected, only two cases being diagnosed as such. 
In both of these a dilatation and curettage was done, and a hysterectomy) 
performed at a later date. 

In the retroversion case there had been menorrhagia without a foul 
discharge, and the bleeding was thought to be due to a congested uterus 
or a gland hypertrophy of the endometrium. However, upon curetting 
the patient it was evident that there was some further cause for the 
bleeding, and a hystereetomy was performed after the microscopic sec- 
tions showed adenocarcinoma of the fundus. 

The ease of atresia of the cervix is the only one diagnosed as such, 
and proving itself to be carcinoma on further examination. But there 
are numerous cases diagnosed as carcinoma of the cervix or fundus that 


have turned out to be simple atresia of the cervix. This is true of 
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patients past the menopause who have an oceasional discharge of foul 
material often tinged with blood arousing suspicion, which upon ether 
examination is found to be an atresia of the cervix. The damming back 
of secretions in the uterine cavity favors infection, and a chemical 
change in them. This discharge may cause a senile vaginitis and this 
in turn may give rise to small hemorrhages presenting the symptoms of 
carcinoma.” Often from the uterine eavity itself old blood escapes 
periodically in these eases. The symptoms therefore are very similar 
to carcinoma and great care must be taken to make a correct diagnosis. 

There are many other diseases that are easily confused with car- 
cinoma of the fundus. The more common of these are: Polyps of 
the endometrium and cervix; gland hypertrophy of the endometrium ; 
menorrhagia at the menopause, probably due to overactivity of the 
ovary or uterine insufficiency ; interstitial endometritis; diffuse adeno- 
myoma; sarcoma; tuberculosis, ete. These can be properly ruled 
out by an intrauterine examination with microscopic sections. 


PROGNOSIS 


The prognosis in cases of carcinoma of the fundus is usually good. 
ligures given are between 53 per cent and 80 per cent without reecur- 
rence,” * * ° and in our series there are 62.5 per cent of patients with 
no recurrent symptoms or physical signs five years or more after 
operation. There were three postoperative deaths in forty-four cases, 
or a 7 per cent postoperative mortality. 

Of the deaths one was due to general peritonitis following a com- 
plete hysterectomy; one was due to pulmonary embolus following 
complete hysterectomy; and the last was due to exhaustion in an 
inoperable case that was a most unfavorable risk. Two cases were 
found to be inoperable because of extensive metastasis in the abdomen, 
including the ovaries, tubes, omentum, round ligaments, and abdomi- 
nal wall. One patient died. The other was given radium. One year 
later she still had a hard mass in the pelvis, but we have no recent 
data concerning her condition. 

Thirty-three out of forty-four cases have been traced and have 
either written about themselves, seen their local doctors, or been ex- 
amined at the hospital. Two cases will not be considered because one 
patient died of an unknown cause four years after operation and the 
other patient had an inoperable tumor. Of these thirty-one cases, 
then, twenty-one, or 67.7 per cent are living and well. There were 
ten, or 32.2 per cent recurrences. Six of the cases with recurrence 
are dead. Of the cases operated upon five years or more ago sixteen 
could be traced, ten or 62.5 per cent are living and well with no re- 
eurrent symptoms or physical signs and 37.5 per cent had a recurrence 
of the carcinoma. The recurrent cases are described below: 
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CASE 1.—No. 3295, Mrs. C. B., married; no children. For the past six months 
has had excessive flowing at periods and indefinite pelvic pain. A complete 
liysterectomy was done December 14, 1911. On February 1, 1913, a letter from 
the Massachusetts General Hospital states there is a recurrence in the pelvis and 
the patient is having constant pain and distress in the left leg. Death was 
reported in August, 1913. 


CASE 2.—No. 3311, Mrs. M. B., aged forty-two; two children; two miscar- 
riages. For ten years has had irregular periods. Pain in the back and a 
‘‘dragging down’’ feeling. A complete hysterectomy was done December 28, 1911. 
During the operation on manipulating the uterus the neoplasm broke through 
into the peritoneum on the right side. On September 4, 1913, a reeurrence was 
noted in the bladder. 


CASE 3.—No. 3724, Mrs. M. D., four children. For ten years has been flowing 
a small amount every day and occasionally passing clots. On October 15, 1912, 
a complete hysterectomy was done. At operation the patient was found to have 
a large, malignant papillary cyst of the left ovary. This cyst was ruptured at 
operation. On March 26, 1915, a lump was noticed in the abdominal sear. This 
was excised April 5, 1915, and microscopically proved to be adenocareinoma of 
uterine type. At operation the omentum was found to be infiltrated with cancer. 


On August 10, 1916, another recurrence was removed from the abdominal wall. 


CASE 4.—No. 4505, Mrs. L. D., age sixty-three; seven children and one mis- 
carriage. Has had a bloody discharge and pain in the left side for nine months. 
On November 11, 1913, a supra-vaginal hysterectomy was done. On November 


14, 1914, her doctor telephoned that there was a recurrence in the cervix. 


CASE 5.—No. 6416, Mrs. J. G., age fifty-four; two children and one miscar 
riage. Has had a bloody discharge for one vear which has increased in amount 
the past six months. Sometimes has a dull ache in the right side and is losing 
weight. On July 18, 1916, a complete hysterectomy was done. An extensive 


recurrence 


the bladder was noted Mareh 15, 1917. Patient has sinee died. 


CASE 6.—No. 6549, Mrs. F. D., age sixty-two; two children. For one year has 
had a slight flow every three or four days. Has a watery discharge which is 
oceasionally blood-tinged. On October 12, 1916, a complete hysterectomy was 
done. August 29, 1919, a reeurrence was found in the bladder, and three months 
later a mass was found in the pelvis. On October 24, 1921, examination showed 
a mass in the lower abdomen apparently attached to the ilium on the left and 
extending to the umbilicus. 


CASE 7.—No. 8593, Mrs. A. M., age sixty-four; two children. For three years 
has been flowing in small amounts and has had an intermittent bloody vaginal 
discharge. Patient had a severe diabetes and was considered a poor operative 
risk, so that on August 6, 1919, she was given 100 mg. of radium in a rubber 
catheter in the uterine canal for twenty-four hours. On October 29, 1919, another 
radium treatment was given at the Huntington Memorial Hospital, Boston, and 


in June, 1920, she died at the Huntington Hospital of recurrent carcinoma. 
CASE 8.—No. 8597, Mrs. J. F., age fifty; two children. For five months has 


been flowing every day. Has a vaginal discharge with a very bad odor. On 


August 14, 1919, a supravaginal hysterectomy was done. The disease was found 


to extend through the right cornua of the uterus. On May 12, 1920, an operation 


for postoperative hernia was performed and at this time the omentum was found 
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to be studded with carcinoma, there were nodules on the pelvic peritoneum, and 
the iliae glands were enlarged. On November 22, 1920, an examination revealed a 
negative pelvis but a tumor was found in the epigastrium. The patient had 
definite gastric symptoms. It was thought to be a probable metastasis in the 
stomach. She died in April, 1921. 


CASE 9.—No. 8677, Mrs. M. H., age forty-one; no children. For the past eight 
months has been flowing most of the time. Has some pain in the pelvis. Is 
losing weight. On October 6, 1919, a supravaginal hysterectomy was done. At 
operation the right ovary was enlarged and eystic and was filled with a soft, 
friable mass of carcinoma. On November 12, 1919, patient died of extensive 
abdominal metastases. 

Case 10.—No. 8687, Mrs. B. D., age fifty-two; six children. For two years 
has had flowing and a purulent discharge. Lately the flowing has become ex- 
cessive. On October 21, 1919, a supravaginal hysterectomy was done. On January 
11, 1920, the patient died at the Peter Bent Brigham Hospital of metastatic 
carcinoma of the spine. 


FREQUENCY 


The cases in this series are ones that have a complete hospital and 
laboratory record occurring during the years 1903 to 1921, a period 
of eighteen years. Their frequency in an institution limiting itself 
to gynecology is interesting. The number is surprisingly small and 
the cases have inereased two per year in the last eight years over 
the previous ten years. 

The following table shows the number of cases per year since 1903. 


1903 2 1914 4 
1906 l 1915 3 
1907 1 1916 4 
1909 2 1917 
1910 . 1 1918 3 
1911] a 1919 7 
1912 1 1920 2 
1913 3 1921 4 

Total 44 


The favorable cases are reported below: 


No. 302, Miss M. K., age forty-nine; single. Flowing for two years with excessive 
clots. Supravaginal hysterectomy October, 1903. Reported in good condition 
October, 1921. 

No. 2007, Mrs. H. C., age thirty-five; one child. Flowing for two years. Has 
a foul watery discharge. Complete hysterectomy, February, 1909. Reported in good 
condition, October, 1921. 

No. 2211, Mrs. J. B., age fifty; three children. Vaginal discharge. Complete 
hysterectomy October, 1909. Reported in good condition July 20, 1914. Has since 
moved away. 

No. 3339, Mrs. M. B., age thirty-nine; four children. Flowing for six months. 
Supravaginal hysterectomy, December, 1911. Reported in good condition, October, 
1921. 
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No. 4249, Mrs. E. F., age sixty-eight; one child. Flowing for two years. Supra- 
vaginal hysterectomy (both tubes and ovaries left) May 28, 1915. In October, 
1921, was reported to be in good condition physically but mentally unbalanced. 

No. 4909, Mrs. A. C., age fifty-six; one child. Flowing for four years. Complete 
hysterectomy, May, 1914. Reported in good condition, October 1921. 


No, 5735, Mrs. A. C., age sixty-five; three children. Irregular flowing for three 
years with a thick, bloody discharge. Complete hysterectomy, July, 1915. In gvod 


condition but complains of sciatica, October, 1921. 


No. 5906, Mrs. G. C., age sixty-two; two children. Flowing for three years. 
Complete hysterectomy, November, 1915. Reported in good condition, October, 1921. 
No. 5937, Mrs, K. K., age fifty-four; six children. Flowing for one and one-half 
years. Supravaginal hysterectomy with coning out cervix, November, 1915. Con- 


dition good at examination, March, 1916. 


No. 6170, Miss E. S., single. Flowing for two years. Supravaginal hysterectomy, 
March, 1916. At operation a metastasis was found in the left ovary. Patient’s 


condition good on examination, February, 1920. 


No. 6886, Mrs. L. D. C., age fifty-four; five children. Has a hemorrhage each 
month with bloody discharge in between. Supravaginal hysterectomy, April, 117. 
Patient’s condition good on examination, October 20, 1921. Metastasis in the right 


ovary noted at operation. 


No. 7095, Mrs. G. B., age forty-one; nine children. Flowing with pain in the 
abdomen and legs. Complete hysterectomy in July, 1917. Vesicovaginal fistula 


operated upon and cured. Reports that she is in good condition in October, 1921. 


No. 7706, Mrs. A. H., age fifty-eight; one child. Bleeding and watery discharge. 
Pain in the left side. Supravaginal hysterectomy with coning out cervix, May, 
1918. Reports in October, 1921, that she is in good condition. 

No. 7856, Mrs. H. W., age fifty-three; three children. Continuous flowing fo1 
two years, profuse for one year. Complete hysterectomy, July, 1918. Examina 
tion: January 30, 1919, negative. 

No. 8750, Mrs. E. P., age fifty-five; no children. Has a bloody discharge every 
day. Complete hysterectomy, October, 1919. Examination, October, 1921, negative. 

No. 8759, see radium cases below. 


No. 9054, Mrs. D. O’N., age forty-one; four children, Flowing for last two 
months. Complete hysterectomy, April 19, 1920. Reports herself in good condition 
October, 1921. 

No. 9376, see radium cases below. 

No. 9550, see radium cases below. 

No. 9558, Mrs. A. A., age fifty-seven; no children. Had a hemorrhage in 
December, 1919. Has a dark discharge with a bad odor. Supravaginal hysterectoiny 
with coning out of cervix, February, 1921. Reports that her condition is fair in 
October, 1021. 

No. 9716, Mrs. M. L., age fifty; five children. Watery discharge for six 
months. Complete hysterectomy, April, 1921. Reports in October, 1921, that her 
condition is good. 


The table on page 249 gives the number of years the patients have 
survived operation. 
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18 years postoperative 
12 years postoperative 
10 years postoperative 
8 years postoperative 


7 years postoperative 
6 years postoperative 


5 years postoperative 
4 years postoperative 


3 years postoperative 
2 years postoperative 
1 year postoperative 


H bo DO 


Under one year postoperative 


One case had a metastatic growth in the left ovary and was alive 
and well four years after the operation. Another had a metastatic 
growth in the right ovary and was well three years and six months 
after operation. 

The percentage of adenocarcinoma of the fundus compared to the 
total number of cases operated upon in the hospital during the same 
period of years was 0.47 per cent of the total. The number of eases 
operated upon was 9,566, and the number of cases of adenocarcinoma 
of the fundus was 44. There were 350 cases of carcinoma of the cer- 
vix, or 3.6 per cent of the total number of cases operated upon. In 
hospital practice, at least among patients coming from the working 
classes, the percentage of adenocarcinoma of the fundus seems to be 
very much less than the percentage of carcinoma of the cervix. There 
were 7.9 times as many cases of carcinoma of the cervix as adeno- 
carcinoma of the fundus. On the contrary in private practice there 
undoubtedly are more cases of adenocarcinoma of the fundus than of 
earcinoma of the cervix. 

Opcerations.—The types of operations performed in this series of 
eases are as follows: (Hysterectomy of any type includes bilateral 


salpingo-odphoreetomy ). 


Complete hysterectomy (not Wertheim’s Method) 21 
Supravaginal hysterectomy 14 
Supravaginal hysterectomy, coning out of cervix 3 
Radium 4 
Inoperable (exploratory laparotomy ) 2 


One of the exploratory laparotomy cases was given radium as a 
palliative procedure. 

The percentage of recurrence in these two main types of hysterec- 
tomies is about equal, the complete having 23.7 per cent of recurrences 
and the supravaginal 28.5. Supravaginal hysterectomy with coning 
out the cervix had no recurrences, but only three operations of this 
tvpe were performed. Of the radium cases (not including the inop- 
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erable case) there was one recurrence and one probable recurrence, 
two being free from cancer at the present writing. 

The above statistics leave but little to choose between the three 
types of hysterectomies. But because of the possibility of recurrence 
in the cervical stump, of which we have one ease,, and because of the 
frequent proximity of the carcinomatous tissue to the cervix, the com- 
plete hysterectomy (not Wertheim’s method) is the operation of 
choice. The Wertheim operation is not necessary because the para- 
metrial glands and the iliae glands are not likely to be involved in 
this tvpe of eareinoma, as the lvmph channels from the fundus do not 
drain to these glands." 

Of the postoperative deaths two followed complete hysterectomy, 
and one followed an exploratory laparotomy. Undoubtedly the dan- 
ger is greater in the complete hysterectomy, but because of the dan- 
ger of the tumor being very close to the eervix and the possibility of 
a recurrence in the stump, it is better to do a complete operation. 

The two inoperable eases easily explain themselves, as there were 
metastatie growths in the omentum, round ligaments, abdominal wall, 
tubes, and ovaries, and it was impossible to remove all the growth. 


The radium eases were as follows: 


CASE 1.—No. 8075, Mrs. J. C., age fifty-six; no children. For eight months has 
had a feeling of ‘‘fullness’’ in the pelvis followed by a discharge of bright red 
blood. On December 3, 1918, the patient was operated upon and on opening the 
abdomen a thick, white, hard membrane was found that had grown over the fundus 
of the uterus, and had metastasized into the round ligaments, tubes, ovaries, and 
about the ureters. One hundred mg. of radium in a eatheter were placed in the 
uterine cavity for fourteen hours. On January 30, 1919, less thickening was 
noticed in the parametrium than previously. On August 2, 1919, the pelvis was 


filled with a hard mass. 
CASE 2.—No. 8593, see report of recurrent cases, 


CASE 3.—No. 8759 Mrs. E. M., age forty-nine; one child. For a vear and a halt 
has had hemorrhage and metrorrhagia of variable intensity. At times there is a 
watery, bloody discharge. She complained of blurred vision, and dizzy spells, and 
on physical examination a systolic murmur loudest over the aortic area was noted. 
On November 13, 1919, 100 me. of radium in a catheter were placed in the uterine 
eavity for twelve hours. In November, 1921, patient was found to be free from 
evidence of carcinoma. At operation the diagnosis of carcinoma was not made, 


and radium was given for multiple fibroids. 


CASE 4.—No. 9576, Miss A. HI., age forty-five; single. Has had increasing 
menorrhagia and dysmenorrhea for past five years. Physical examination revealed 
a short, harsh, systolic murmur. Carcinoma was not suspected at operation on 
December 2, 1920, and 50 mg. of radium in a eatheter were placed in the uterine 
cavity for twelve hours. Examination, December 15, 1921, finds that patient has had 


two normal menstrual periods and has no signs of recurrence. 


CASE 5.—No. 9550, Mrs. ©. MeP., age fifty-three; one child. Has had irregular 


flowing for past two years. Complains of cramps in both legs. On March 1, 1921, 
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patient was given 100 mg. of radium in a catheter in the uterine cavity for twenty- 
four hours. On April 24, 1921 was given another dose of 100 mg. for four hours. 
The curettings at this time showed normal epithelium. On October 27, 1921, 
induration was felt in the left side extending forward to the median line, apparently 


in the broad ligament. No positive diagnosis of recurrent carcinoma made. 


Of these five cases that were treated with radium three were not 
diagnosed at the time of operation, and it was felt when the diagnosis 
was known that the radium would be sufficient treatment. One of the 
five cases has signs of a probable recurrence by pelvic examination, 
and another died of carcinoma ten months after the first radium treat- 
ment. Two others are free from symptoms two years and one year 
respectively after the application of the radium. The other case had 
radium simply as a palliative. 

Although radium is not often used at the hospital for adenoearei- 
noma of the fundus because operative measures are so successful, it 
is considered a very valuable asset in. cases that are inoperable. There 
are two factors against the use of radium in these eases. One is that 
operating is a much surer method at the present time. The other is 
that radium is dangerous in this type of ease because we cannot tell 
how far into the uterine wall the eanecer has grown. Should the tumor 
have grown through the wall there is danger of causing the cancer to 
slough and make a hole into the peritoneal cavity. This would prob- 
ably eause a fatal peritonitis. 


COMPLICATIONS 


But one operative complication was found in all the cases. This 
was a vesico-vaginal fistula that was operated upon later and cured. 


PATHOLOGY 


The size of the uterus in these cases varies from normal or smaller 
than normal to over 19 centimeters in length, and 15 centimeters in 
thickness. The question of cure or metastasis does not depend en- 
tirely upon the size of the uterus, for in some of the largest uteri 
there was but slight growth into the walls, whereas in some of the 
smallest there was deep penetration. The tumor grew either as a 
concentrated mass with a broad base, or it grew over the entire mu- 
cous membrane. The former was usually the type which penetrated 
the wall first and deepest, but there were cases where the other type 
had done the same thing. In the type with the heaped up growth 
and the broad base, the tumor sometimes grew to 5 em. in diameter, 
or was very small, but the latter cases were not the usual ones. One 
of our later eases had a thin covering of peritoneum over a solid mass 
of ecaneer with no sign of muscle wall or endometrium. Yet in this 
case there was no extension to the cervix, the growth ending at the 
internal os. Also the peritoneum was not broken through, although 
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the tumor extended to it in every direction. This was probably a 
very late stage of the diffuse mucous membrane type of growth, for 
the tumor was of the same thickness throughout. The tumor may be 
polypoid in form but only three of this type were found. In this 
series it was not so common as were the other types. 

Location of the Tumor.—The most usual situation for the tumor was 
in the top of the uterus or on the posterior wall. The greater number 
of growths were situated in these locations. Tumors were found on 
the anterior wall in eight out of thirty-nine cases; in the right cornua 
in four, and three were of the polypoid type. This is interesting to 
note, for in doing a dilatation and curettage the posterior wall and 
top of the uterus must be most carefully explored. The cornua must 
also not be overlooked. 

Invasion of the Wall of the Uterus.—In twenty-six out of thirty-nine 
eases, or in 66 per cent, there was marked invasion of the wall. That 
is, the tumor had begun to invade the uterine musculature as well as 
vzrow toward the uterine cavity. In only five, or in 12 per cent, had it 
broken through the wall into the peritoneal cavity. In one of these 
cases there was a growth in the ovary, but the ovary was not in- 
volved by a process of direct extension. In all cases with metastasis 
the tumor had involved the uterine musculature but only in one case 
had it broken through the peritoneum. In 33 per cent of the cases 
there was no marked penetration of the wall, the tumor having grown 
toward the uterine cavity. Mallory' says that it ‘‘may be localized 
in a small area and vet extend through the entire muscle wall. More 
often it quickly infiltrates and destroys the lining mucous membrane 
and invades the muscle wall more slowly.’’ 

Lymph Channels.—Acecording to Poirier’? there are three main chan- 
nels of lymph drainage from the fundus. One of them leads from the 
fundus to the cervix; another runs in the broad ligament between 
the tube and ovary to the lumbar lymph glands; and the third from 
the uterine cornua along the round ligaments to the inguinal lymph 
glands. Before considering the metastases, it is interesting to note 
these three main lymph outlets to neighboring structures. 

Metastases in the Parametrium.—the only cancer found in the para- 
metrium was the result of direct extension. In no ease was there 
found any carcinomatous involvement of lymph glands in the pelvis. 
Thus, as there are no lymph channels from the fundus to the pelvic 
lvmph glands, and no metastatie growths found here, it seems prob- 
able that the Wertheim method of complete hysterectomy is not nec- 
essary in carcinoma of the fundus. 

In one case of recurrence there was found to be adenocarcinoma 
of the body type in the cervical stump. There are lymph channels 
from the fundus to the cervix, and it is quite possible that this reeur- 
rence is due to the fact that supravaginal hysterectomy was done in- 
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stead of a complete hysterectomy. This helps to establish that com- 
plete hysterectomy is a better procedure than supravaginal. 
Metastasis to the Tube and Ovary.—In all eases but one when a hys- 
terectomy was done, the tubes and ovaries were removed with the 
uterus. This is a most essential procedure because, by leaving a tube 
or an ovary, a very possible focus for recurrence is left. In our series 
of eases five, or 11.5 per cent, were found on examination in the lab- 
oratory to have the tumor in the tubes or ovaries. Ashton® states that 
*‘secondary infection by metastasis is frequent in the vagina, and 
also in the ovaries and oviduets.’’ Graves? states that ‘‘ occasionally 
eancer of the body metastasizes to the tube and ovary in a compara- 
tively early stage of its growth.’’ Cullen*® reports no eases of metas- 
tasis in the tubes or ovaries in his cases, but notes cases reported by 
Lohlein, Wehmer and Reichel. One ease showed eareinoma in both 
tubes and ovaries; three cases showed carcinoma in the right ovary: 
and one case showed earcinoma in the left ovary. In addition to 
these cases, but not figured in the percentage above, one case had 
unmistakable cancer in the right ovary and tube. This ease was 
eonsidered inoperable because of wide extension. A microscopic ex- 
amination was not made, and therefore it cannot be considered in the 
percentages. A condensed pathological report follows below: 


1. 220-4583. Uterus slightly enlarged. Ovaries enlarged to size of small eggs. 
30th show earcinoma similar to the carcinoma found in the uterus. Both tubes 
are somewhat enlarged and.spread over the ovarian masses. Both show adeno- 
carcinoma on examination. This case could not be traced. 

2. 6170-10149. Supravaginal hysterectomy. Uterus measures 7x9x6 em. The 
left ovary measures 7x6 em. ‘This tumor mass contains foul, necrotic material 
and is a mass of papillary growth. Shows typical adenocarcinoma. Patient well 
four years after operation. 

5. 6645-10653. Uterus measures 7x7x5 em. Right ovary 1s a mass measuring 
11x8 em. Shows a papillary formation typical of cancer. Microscopie picture is 
that of adenocarcinoma similar to that of cancer of the fundus. This case conld 
not be traced. 

4. 8677-12598. Growth in uterus extends through peritoneum. The right ovary 
measures 10x7 em. It is a multilocular cyst containing masses of soft, friable 
tissue. Microscopic examination shows typical adenocarcinoma. Patient died one 
month after operation. 

5. 6886-10955. The uterine walls are thick and infiltrated with friable tissuc. 
The right ovary is large and is oceupied by a growth which is apparently adeno- 
carcinoma. Microscopie picture shows adenocarcinoma in the right ovary. No 
recurrence noted three years and six months after operation. 


It is interesting here to note a private case operated upon by Dr. 
William P. Graves, the specimen of which was brought to the hospital 
for examination. 

9301. Uterus slightly enlarged. Right ovary is a mass 6x5 em. Left ovary 
is deseribed as senile. On microscopic examination both tubes and ovaries show 
adenocarcinoma similar to the cancer found in the fundus. 
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The sections taken at the tubal isthmuses are negative, showing 


that the carcinoma in the tube is not there by direct extension but a 
definite new metastatic growth, probably via one of the lymph chan- 
nels described above. The left ovary is interesting. Before section 
it is deseribed as senile, and on section in the gross it appears nega- 
tive, yet in the microscopic slide areas of carcinoma are found. 

This demonstrates that early metastatic processes may be easily 
overlooked. We cannot be sure that there is no cancer in the ovaries 
until they have been cut and stained and studied under the micro- 
scope. Thus, judging from this series of cases, it seems wise in per- 
forming a hysterectomy for carcinoma of the fundus to remove both 
tubes and ovaries. 

There is the objection that the cancer in the ovaries may be a pri- 
mary cancer and not a metastatie process. This objection is met by 
saying that the metastases reported resembled adenocarcinoma of the 
fundus. The tubal metastases reported appeared the same. The 
ovaries, both macroscopically and histologically, did not suggest pri- 
mary eareinoma of the ovary. Also the histologie picture is not that 
of malignant papillary cystadenoma either of the type with euboidal 
epithelium or the type with pseudomucinous epithelium. There is 
no doubt that these cases are cases of metastatic growth in the ova- 
ries, and tubes, secondary to adenocarcinoma of the fundus. Other 
metastases have been found as reported in the eases of recurrence, 
namely, the omentum, round ligaments, the abdominal wall, the spine, 
the bladder, and possibly the stomach. 

Accompanying Pathology.—Fourteen and three-tenths per cent of the 
eases contained fibroids which were mostly multiple or intramural. 
Ballerini®’ gives 19 per cent for his series. Ewing” feels that fibroids 
may be responsible for some cases. Leiomyomata did not seem to 
play a very great part in the development of these carcinomata, as in 
no specimen was the tumor growing directly over a fibroid. The pre- 
operative diagnosis of fibroids was made twelve times, or in 26 per 
cent of the cases. 

In one ease there was an accompanying fibroma of the right ovary. 

There was one pyometra. An infected carcinoma with a tight cer- 
vix eaused the uterus to be distended with pus. 

In many of the cases there were definite adhesions about the tubes 
and ovaries, showing histologically an old inflammatory process. 


HISTOLOGY 


In the adenomatous type there are found masses of glands growing 
irregularly with no order and no direction. The glands are unlike 
the irregular ones found in gland hypertrophy of the endometrium. 
The nuclei are large and sometimes stain deeply, and sometimes 
lightly, and the cells are not typical of those of normal endometrium, 
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heing heaped upon one another, and more cuboidal in shape. There 
is a marked tendency to mitosis. Often in the center of the gland 
will be found a small amount of cellular débris. The stroma is thin 
and loose, yet in other places there is a much greater amount of 
stroma than of adenomatous structure. There is not a regular ar- 
rangement of glands and stroma such as is found in gland hyper- 
trophy of the endometrium. The carcinomatous glands give the im- 
pression of growth and invasion. In practically all cases there is no 
regular dividing line between endometrium and muscle for the glands 
have usually invaded the muscle microscopically and made the divid- 
ing line irregular. Frequently there is found a small solid area of 
carcinoma, perhaps a beginning of a cord or alveolar arrangement. 

In the solid type of this tumor there are carcinomatous cells grow- 
ing in solid cords or masses with a small amount of stroma. In this 
type there is usually a dipping into the uterine muscle, but this is not 
always constant, as some cases show the cancer in the endometrium 
and not at all in the muscle layer. The nuclei are large and stain 
irregularly, and there are various types of nuclear figures and mitoses. 

The distinction between the adenomatous type of carcinoma of the 
fundus and gland hypertrophy of the endometrium in microscopic 
slides of curettings is sometimes difficult. It is not as diffieult if the 
section is taken through the uterine wall and endometrium. In gland 
hypertrophy there is a regular irregularity, and there is present in 
nearly all cases the wavy appearance of a gland whose cells have in- 
creased in size, making the gland too small to contain them except 
by bending and stretching and humping up into the lumen. This 
type of gland is not found in earecinoma. Also in gland hypertrophy, 
sland dilatation or hyperplasia is frequently present; that is, the 
number of cells in the gland have increased, and to make room for 
them the gland has stretched and the cells have become smaller. The 
presence of mitotie figures is not distinetive enough to differentiate, 
for they occur sometimes in great numbers in gland hypertrophy. 
Because of the hypertrophy and hyperplasia the amount of stroma 
between the glands may be small in gland hypertrophy, and thus this 
eannot be a deciding factor. It is necessary to regard the cells of the 
glands themselves. The cancer cells have large, usually round, 
nuclei that take either a very light or a very deep stain. Large, oval, 
or almost round, with four or five in a layer, the gland hypertrophy 
cell is more regular and orderly; the nuclei smaller, usually not 
rounded, the nuclear stain of normal density. The distinction, there- 
fore, is sometimes difficult, and it is necessary to take all the factors 
into consideration. 

In other conditions that are confused clinieally with adenoecarei- 
noma of the fundus, the pathological differential diagnosis is not very 
confusing if the sections being studied are properly made. 
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CONCLUSIONS 


1. The uterus was enlarged in many eases but this was not a con- 
stant finding. 

2. The average age of the patients was fifty years. 

3. Seventy-five per cent of the patients had had children, the aver- 
age number of children being three. 

4. The average duration of symptoms was one year and eight 
months. Therefore we believe if more stress were laid upon irregu- 
lar bleeding there would be more successful cases. 

5. Judging from our statisties the diagnosis of adenocareinoma of 
the fundus is not easy without microscopic study. 

6. Atresia of the cervix may easily be confused with adenoearci 
noma of the fundus. 

7. There are 62.5 per cent of our cases without recurrence to date, 
five years or more after operation. 

8. There were fourteen cases from 1903-1915, the first ten years, 
and thirty from 1914-1921, the last eight years, which is an inerease 
of two cases a year. . 

9. Adenocarcinoma of the fundus is not a common tumor in hos- | 
pital practice, there being but forty-four cases out of nine thousand 
five hundred and sixty-six operated upon since 1905, but in private 
practice it is undoubtedly much more common, being more frequent 
than carcinoma of the cervix. 

10. Complete hysterectomy (not Wertheim’s method) assures most 
success. 

11. Operation rather than radium is the method of choice. 

12. Five patients out of forty-four had metastatic growths in the 
adnexa. Therefore we believe that bilateral salpingo-odphorectomy 
should always be performed along with the removal of the uterus. 

13. The differential diagnosis microscopically from gland hyper- 
trophy is sometimes difficult. 
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OUTLINING THE SUPERIOR STRAIT OF THE PELVIS BY 
MEANS OF THE X-RAY* 


By Herbert THoms, M.D., F.A.C.S., New Haven, Conn. 
From the departments of Obstetrics and Roentgenology of the Grace Hospital 


HEN one considers the great advances that have been made in 

roentgenology, particularly in the field of osteology, it is quite sur- 
prising that no simple and accurate method for outlining the inlet of 
the female pelvis has been devised. 

It is true that some idea of the shape of this bony ring may be ob- 
tained by the roentgen ray but the size is erroneous and from the mal- 
formed and enlarged image that ordinarily results no accurate data 
may be obtained. 

The chief causes of the distortion thus produced are first the diver- 
vence of the rays from the target and secondly the distance of the part 
to be measured or photographed above the sensitive plate. 

As early as 1897, Budin and Varnier' published attempts to deter- 
mine the shape and size of the pelvis by this means and from that time 
until the present numerous investigators have labored upon the problem 
with varying results. .An excellent review of the literature up to 1914 
is given by H. Martius.* 

While no attempt is made at this time to review completely the 
recent contributions, still it is worth while to mention briefly some of 
the more important ones. Van Allen® in 1916 by exposing five sueces- 
sive plates with the patient in the semirecumbent position used the law 
of similar triangles and worked out mathematically the relationship of 
the various points of the pelvis to each other. 

Mackenzie,* in 1918, deseribed a comparative method in which a 
standard plate was made from a normal pelvis and by radiographing 
the subject to be measured in the same position as that of the ‘‘stand- 
ard pelvis’’ having the points of focus the same, the tube at the same 
angle and same distance from the sensitive plate a comparison of both 
plates was obtained and the internal measurements mathematically 
worked out. 

Haret and Grunkraut*®, in 1920, described a method of outlining the 
superior strait briefly as follows:—the subject is placed upon the radio- 
scopic table with the target underneath and the screen above. Parallel- 
ism is obtained by superimposing lead marks which had been pre- 
viously placed on the body at the umbilicus and second segment of the 


*Read, by invitation, at the Annual Meeting of the New York Obstetrical Society, May 9, 
1999 
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coceyx, the two extremities’ of the axis of the pelvis. The target is 
moved in such a manner under the circle of the superior strait as to 
eliminate divergence and an orthopelvigram obtained upon the sereen 
which is outlined with a crayon. 

In 1921 J. W. Bell® reported his experience with Fabre’s method. 
This method consists in radiographing the pelvie inlet at the same time 
the region is being measured by a notched frame, the teeth of which are 
1 em. apart. These scales undergo the same distortion as the inlet, 
being i 


the same plane; and upon developing the plate the number of 
teeth correspond to the number of centimeters, regardless of the dimen- 
sions of the image. 

Coneerning all the methods yet deseribed it may be said in general 
that they either require too elaborate methods of calculation, special 
apparatus, or other features which for general use, render them im- 
practical. 

Before proceeding to the deseription of the method which I wish to 
present it is essential to give some attention to the problem itself anc 
its application to practical obstetrics. 

[ think that you will agree that the most important plane of the 
pelvis from an obstetrical viewpoint is the inlet or superior strait. Fur- 
thermore the methods of pelvimetry now in general use, particularly 
the measuring of the diagonal and external conjugate diameters give at 
best only an approximate estimate of but one diameter of this plane, 
the anteroposterior. 

If it then should become possible in cases where a contraction or de 
formity of the superior strait is suspected to outline graphieally by a 
simple method a diagram of the pelvic inlet in its true proportions, I 
believe that it would constitute a very valuable aid to obstetric procedure. 
I feel that we are able to do this with the method I wish to deseribe. 

Let us consider the obstacles that it is necessary to overcome in 
considering this problem. The chief difficulty is that of distortion which 
takes place because of the distance of the part to be measured from the 
sensitive plate. This is caused by the divergence of the rays from the 
target to the plate. (See Fig. 1.) 

Increasing the distance between the target and the plate lessens the 
divergence and distortion, the rays which pass through the pelvie ring 
becoming more perpendicular or normal. It is obvious that in order 
that the distortion thus produced may be equal in all directions it is 
essential that the target shall be placed over the center of the superior 
strait and that all portions of the plane to this strait shall be equidis- 
tant from the sensitive plate. This is found possible with the patient 
in the semirecumbent position with the back of the patient arched in a 
manner to be described later. In order to make certain that the prom- 
ontory of the sacrum and the symphysis are in the same horizontal 
plane a Martin’s pelvimeter is placed upon the patient in the same posi- 
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tion as that used to determine the external conjugate or Baudeloque’s 
diameter. One point of the pelvimeter rests in the depression under the 
spine of the last lumbar vertebra and the other rests on the skin over 
the upper and anterior margin of the symphysis pubis. 

Almost all of the workers in the field have stated that it is impossible 
to bring the plane of the superior strait in the living subject parallel 
with the horizontal. When the pelvimeter is applied with the patient 
in the ordinary semirecumbent position this is so, the posterior point 
of the instrument being lower than the anterior. If, however, just 
before the exposure is made the patient arches her back more or less as 


\ 
Pss 
\ 
sp 

Fig. 1 T, target or tube. PSS, dotted line. Plane of superior strait SP, se late 
nds of pelvimeter—placed on patient as in measuring external conjugate. 
Note: If the plane of the superior strait is parallel with the sensitive plate the rays fron 


the target will project the outline of the superior strait and the ends of the pelvimeter to 
the points represented by P’ SY’ PR’ FP’ and these will bear the same ratio to each other as 
in the plane of the superior strait or normal condition. In other words the outline of th 


superior strait'is enlarged equally in all directions. It must be reduced to normal by method 


shown in Fig 

needed it will be found that both points of the pelvimeter become equi- 
distant from the horizontal. Areching the back furthermore tends to 
throw the upper part of the trunk away from the vertical. It is my 
custom to have the pelvimeter held by myself or an assistant in position 
while the exposure is made. This for two reasons, first because it can 
be better maintained without artificial support and secondly to re- 
assure the patient that no harm will come from the formidable looking 
apparatus overhead. 


| 
\ 
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The target is placed between three and four feet from the plate and 
a Bueky diaphragm is used because much clearer negatives are pro- 
duced with this accessory. The exposure is made in the usual manner 
the patient holding her breath during the exposure. A rather high 
spark gap is used, eleven to nine inches, and exposures made from fifteen 
to thirty seconds. It is obvious that the penetration of the rays directed 
toward the sacral part must be quite considerable in order to register 
satisfactorily. 

The plate or film is developed, dried, and viewed. It will be noticed 
that not only is the pelvie ring enlarged equally in all directions but 
also the ends of the pelvimeter are shown farther apart than the actual 
distance measured on the patient. 

It is apparent that the ratio between the actual distanee of the points 
of the pelvimeter and that measured between the photographic images 


of these points represents the ratio between the actual size of the inlet 


Fig. 3.—Bony-pelvis with pelvimeter in Fig. 4.—Negative obtained from exposure 
same position as on patient. Ends of pel of bony pelvis in correct position. Perfect 
vimeter equidistant from plane on which outline of superior strait. 


pelvis is resting (i. e., sensitive plate). 

Superior strait parallel with same. 

and the inereased size as shown upon the negative. With this knowl- 
edge the question of mensuration becomes one simple proportion, 

In order to obtain a more graphie and permanent record a picture of 
the outline of the superior strait in its true proportions is produced, 
a positive image of this negative reduced to such extent that all dis- 
tortion is corrected and the superior strait is represented as it actually 
is. This is accomplished by means of the camera. I have used an 8x10 
view camera with a good steady tripod. The negative is placed in the 
x-ray view box or other illuminating apparatus and a picture made on 
a plate or film. In focusing, the reduction must be made so that the 
ends of the pelvimeter shadows in the negative shall be the same distance 
apart on the ground glass as when measured on the patient. Thus 
if the pelvimeter read 20 em. on the patient at the time of exposure and 


he 
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in the negative measures 24 em., these points must be 20 em. on the 
ground glass when focusing so that in the positive picture produced 
they will be the same distance as in the original instance. The positive 
thus produced will be an outline of the superior strait in its true dimen- 
sions and diameters may be measured directly with a centimeter rule. 


It may be useful to mention certain points in technie that have helped 


Fis Positive picture Normal pelvis. Negative unretouched showing outline of su 
strait. 


erior 


in developing the process. In order to secure accurate focusing it is 
useful to outline on the negative by means of a red wax pencil or india 
ink the outline of the superior strait and the ends of the pelvimeter. 
This produces in the positive a white line from which the various diam- 
eters are easily measured. 

In obese subjects, in order to shorten the necessary exposure required, 


the target is best used a little nearer the plate, say three feet. The dis- 
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tortion thus produced is of course somewhat greater but is easily cor- 
rected when making the positive picture. 

A word or two might be said as to the applicability of the method 
to pregnant patients. There is no reason why it should not be used 
during the first six months of pregnaney. Later than this the amniotic 
fluid and increased size of the uterus and fetus would probably form 
obstacles which would not permit of good pictures. 

The question has been raised from time to time as to the possible 
deleterious effect of the roentgen ray upon the fetus in utero. Edel- 
bere® in 1914 showed that the danger of injury by this means was negli- 
cible. He observed the condition of a child which had been conceived 
while the mother was under the effect of full x-ray treatment, one quar- 
ter of the total quantity of the treatment falling into the period of 
gestation. The child was born at term, fully developed, with all signs 
of maturity. Nothing pathologic was noticed and the child was well 
nourished. 

In the early development of this method numerous experiments were 
made photographing dried pelves. It was found that a positive image 
could be produeed which would be accurate almost to a millimeter. 
Later the direct conjugate was measured on a patient during a lapar- 
otomy. Following her convalescence she was measured by means of the 
above method and a pelvigram of her pelvis was produced which was 
accurate in its anteroposterior diameter almost to exactness. 

In conclusion I wish to thank Dr. Louis H. Wheatley, the Roentgen- 
ologist at Grace Hospital, for his interest and cooperation in the prep- 
aration of this work. To Dr. Wheatley belongs the eredit of having 
worked out the exposures and other points of roentgenologic technic 
with whieh I am unfamiliar. 
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REGARDING RECENT EFFORTS TO REDUCE MORTALITY 
IN CHILDBIRTH* 


By Frepertck W. Rice, M.D., New York, N. Y. 


CURING recent years, the medical profession, as well as those out- 

side the profession interested in publie health work, have been 
endeavoring to find measures of practical value in reducing the present 
high mortality associated with childbirth in New York City. 

The medical profession in general has always realized the dangers 
to the mother and child during pregnaney and labor, and the high mor- 
tality of the child during the first few weeks following delivery. Yet, 
when the records were published by the Department of Labor, through 
the Children’s Bureau, of the thorough investigation made throughout 
the entire registration area of the United States, a waste of human life 
each vear from causes incident to childbirth was shown which seemed 
amost incredible. 

The actual total figures including those deaths outside the registra- 
tion zone can only be estimated. 

De Lee has stated that there must be at least 20,000 women and 75,- 
O00 babies die each year from lack of proper care during childbirth. 
We must also take into consideration the innumerable number of 
women, Who, in carrying out the greatest and noblest function of their 
lives, are left invalids for life from infection or lacerations. In cities 
where hospitals are available, a small proportion sooner or later seek 
relief in the gyvnecologie wards of the hospitals. Some idea of the prev- 
alence of these conditions resulting from childbirth is shown when the 
records reveal the fact that they are the cause of over one-half of all 
operations performed in gynecology. 

We must also, in considering this great problem, call attention to the 
number of children who, injured during labor, survive to become later 
a burden to the family or state, as mental defectives, idiots or epilepties. 

The fact that the records show no reduction in the fatalities con- 
neeted with maternity during the past twenty years, is responsible for 
the recent investigations to ascertain the reasons, with the hope of find- 
ing measures which might tend to reduce this mortality. Records are 
available to show that most obstetricians for the past twenty years in 
thelr private practice, have been able to demonstrate that careful ob- 
servation throughout pregnancy and the puerperium, and proper man- 
agement at the time of delivery, will prevent most of the complications 


which are responsible for causing this high mortality. 
R ting t sect n Obstetrics and Gyne 
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The failure to reduce the maternal mortality has been the inability 
to provide proper care to all classes. The problem we have to meet at 
the present time, is to find the best way to provide this care. The one 
outstanding obstacle, to provide better care, and this has always resisted 
previous efforts, is the ignorance of the people of the dangers associated 
with childbirth. The belief that the childbearing function is a normal 
function, has been handed down through all the ages of the human race. 
The fatalities frequently connected with it are today looked upon in the 
same light of superstition and almost the same degree of fatalism as 
they were hundreds of years ago. 

The experience of those who have devoted their lives to the study and 
practice of obstetrics, has shown that not more than one-half of preg- 
nancies are normal. 

The fact that so many women are known to have escaped the dangers 
of childbirth without having had proper care, only makes more difficult 
the task of impressing on the minds of the public the necessity of tak- 
ing precautions in every case against the development of complications, 
so often serious to mother and child. 

The facet that the funetion of childbearing is so old and familiar, 
makes it more difficult to brine new ideas to control its management. 
So long as the State and the public are indifferent to, and ignorant of, 
the large numbers of women and babies lost vearly in childbirth, there 
can be little or no progress made in improving this condition. 

Those interested in the problem of providing better care, have two 
objects in view; first, education of the public to appreciation of the 
dangers due to lack of necessary care, and second, to find the means 
of providing this care for all classes of people. 

In calling the attention of the people to the dangers associated with 
childbirth, the records of the Children’s Bureau have been widely dis- 
tributed by the Government. At the same time, pamphlets were dis- 
tributed showing the importance of prenatal care. The Sheppard- 
Towner Bill, providing aid to States for better maternal care, has been 
passed by Congress and is now a law. This probably will, when earried 
out by eo-operative action of the States, be responsible for the beginning 
of a decline in the present high mortality rate. It is a tremendous ad- 
vance over any other method advocated for the education of the public 
regarding the dangers due to lack of proper care in childbirth. It will 
be the means of educating mothers throughout the country on the im- 
portance of the hygiene of pregnancy, the importance of medical ob- 
servation at frequent intervals from the beginning of pregnaney, the 
neeessity of cleanliness at the time of delivery and the need of special 
attention to the health of the baby in the early weeks. 

Statistics are available to show that the greatest need of this educa- 


tion today is in the rural districts and small towns. The larger cities 
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have already accomplished remarkable results by educating mothers 
through nursing organizations, which have provided maternity centres, 
distributed throughout congested areas. The nurses employed at these 
centres are specially trained in the principles of hygiene of pregnaney 
and in the value of prenatal care. 

In New York City during the past six years, such organizations as 
the Maternity Centre Association, the Henry Street Settlement, the 
A. I. ©. P. Diet Kitchen Association, Maternal Aid & After Care 
Cirele. and the Board of Health, have accomplished a great deal in 
educating the publie to the great need of better maternal and infant 
care. They have also been the means of educating a large number of 
nurses in the principles of the hygiene of pregnancy, and the impor- 
tance of obstetrical nursing. Many of these nurses have, after they have 
heen trained, gone to other cities to start and aid the educational work. 
The thoroughness with which this work has been carried on in this city. 
has been studied and followed in many other cities. 

Unfortunately, the efforts now being earried out locally and nation- 
ally will not, in my opinion, be followed by any immediate widespread 
reduction in mortality. 

At the present time, there are many who are interested in the efforts 
to reduce the mortality connected with childbirth, who have the idea 
that this ean be accomplished in the same manner, and with the same 
remarkable results, which have been demonstrated in the control of 
tuberculosis and typhoid fever. 

They know that those in the profession who have devoted many vears 
to the study and practice of obstetrics, have always been able to care 
for their patients so as to avoid most of the complications otherwise so 
frequently seen. 

It has been evident that when a disease was known to be preventable 
the mortality from that disease was quickly reduced through education 
of the public regarding the necessary measures of prevention. They 
argue that if diseases, such as typhoid fever and tuberculosis, are pre- 
ventable, and if reduction of mortality followed the campaign of pub- 
lic education, why cannot the same results be obtained in preventing 
the serious accidents and complications occurring during pregnaney and 
childbirth 

Also, that if surgeons have reduced the mortality due to infection in 
operating by following the principles of asepsis, why can we not pre- 
vent wound infection at the time of delivery? Infection at the present 
time is responsible for half the number of deaths of mothers, and 
is also the cause of invalidism in countless other numbers who recover. 

[ft the principles of hygiene which are now being so generally carried 
out in the larger cities by welfare organizations are of aid in reducing 
mortality in infants after the first month, why do we have a loss of life 
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during the first month that is accountable for one-half of the total mor- 
tality of infants during the first year? 

The reason that we shall be unable to show any great immediate redue- 
tion in maternal and infant mortality that is comparable with the 
results obtained in medicine and surgery, is that at present the number 
of trained physicians available is inadequate. 

In reducing the mortality in typhoid fever and tuberculosis, imme- 
diate results followed the carrying out of principles of hygiene and 
sanitation through education of the public. However, this success was 
not due to sanitation or hygiene alone, but was the result of the car- 
rying out of these principles by the medical profession. The best re- 
sults in tubereulosis have been obtained where the medical profession 
have been able to diagnose the disease at the onset, which is only pos- 
sible where medical men with special training are available. Fortu- 
nately there are sufficient numbers of these men who have had the 
opportunity to obtain this training. 

In surgery, the remarkable results which have been obtained during 
recent years, are due not only to the fact that operations are performed 
for the most part in hospitals equipped with every facility for eliminat- 
ing infection, but equally so to the facet that there are available a suffi- 
cient number of surgeons who have the knowledge to make a proper diag- 
nosis and sufficient training to enable them to develop skill in operating. 

The constantly increasing number of general hospitals throughout the 
country is the means for providing for a still larger number of men to 
obtain a thorough training in the principles and practice of surgery. 
A continued reduction in the mortality from surgical conditions, will 
be assured by the increased number of trained surgeons available in the 
future. 

In providing proper maternity care, even after we have obtained the 
results which might follow publie education, the problem is far different 
from the problem in medicine and surgery. Edueation will, first of all, 
show the mother the necessity for placing herself under medical observa- 
tion as early in pregnaney as possible. 

The edueation the mother reeeives in the principles of hygiene, may 
enable her to escape toxemia during pregnancy, but if toxemia should 
develop, it is only by the frequent observation of the patient, by a 
physician who has been properly trained, that the most serious results 
are preventable through the recognition of its early symptoms. 

If we are to reduce the present infant mortality in babies born 
healthy, a great deal may be accomplished by teaching the mother the 
importance of breast feeding, and the principles of hygiene in earing 
for her newborn child. But this knowledge alone, important as it is, is 
of little use unless adequate medical supervision is available. 


There should be general knowledge of wliat is being accomplished by 
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prenatal care before we shall be able to find the means of rendering 
this eare to all classes of patients. At the present time reeords of 
private maternity hospitals have demonstrated beyond doubt that their 
low rate of mortality is a result of the prenatal care which has been 
given to their patients. 

Prenatal care means the protection of the mother from many of the 
complications which are apt to develop during pregnancy; first, from 
certain conditions due to pregnancy itself; and second, when other con- 
ditions or diseases are found which affect, or are affected, by pregnancy. 

In the first class of complications we commonly find toxemia, miscar- 
riage, premature birth, placenta previa, and premature separation of 
the placenta; while in the second elass, syphilis, chronic diseases of the 
heart, lunes and kidneys, and aeute infections, such as pneumonia or 
influenza. As these conditions are recognized as being largely respon 
sible for the more serious results to mother and child, it is quite clear 
that treatment can be better carried out the earlier in pregnaney the 
patients are under medical observation. The essential point then in 
obtaining results, is to emphasize the importance of medical observation 
throughout pregnancy. 

Syphilis, long recognized for its disastrous effects on the child during 
pregnancy, can be favorably influenced by early treatment in most 
cases. Routine examination of the blood in all cases must be provided 
and thorough treatment instituted. 

One of the most striking and prompt results in prenatal care has 
followed the instructions and carrying out of the principles of hygiene 
throughout pregnancy. Proper diet and eliminating constipation, to 
evether with frequent examinations of the urine and blood pressure, 
have greatly reduced the number of cases of toxemia, and no doubt has 
done much in preventing serious results to mother and child from 
eclampsia, miscarriage, premature labor and premature separation of 
the placenta. Only in recent years, in the prenatal clinics at Bellevue, 
and Manhattan Maternity Hospitals, has any effort been made to have 
the patients apply for care in the early months of pregnancy. As a 
result of more careful observation of these patients throughout preg- 
nancy, we feel almost certain, at the present time, of preventing the 
development of eclampsia. 

At Bellevue Hospital where we care for a large number of women 
admitted without prenatal care, we still see many eases of eclampsia. 
Owing to the necessity of keeping a number of beds available for emer- 
gency cases, in only about fifty per cent of our patients are we able to 
give prenatal care. During the past three years we have not had 
eclampsia develop in patients who have been under observation in the 
prenatal clinie. 


In cases of placenta previa we are obtaining better results where p: 
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tients are receiving prenatal care. Delivery is less dangerous to the 
mother if the condition is recognized early and the patient sent to the 
hospital. Delay in receiving medical attention makes the results serious 
to both mother and child because of the unnecessary loss of blood pre- 
vious to the time of delivery. 

The great loss of life in babies unborn or delivered prematurely, can 
only be prevented by thorough medical treatment, not only throughout 
pregnancy, but even after the patients become pregnant. The most com- 
mon causes of miscarriage and premature labor, as well as of stillbirth, 
are chronic nephritis and syphilis. Proper medical supervision during 
puerperium should, in many cases, prevent miscarriage and placenta 
previa in future pregnancies by lessening the number of cases of subin- 
volution and retroversion. 

The New York State Board of Health records for 1921 outside the 
City of New York, show 2170 deaths due to prematurity out of a total 
of 8464 deaths of infants under one year. 

The records of the Bureau of Child Hygiene of the New York City 
Health Department show no reduction during recent years in deaths 
of infants due to congenital causes, although they show a reduction 
in the other eauses of death during the first year far in advance of any 
of the other large cities in this ceuntry. 

It has been my experience during the past ten years, in observing 
the results from prenatal care at Bellevue and Manhattan Maternity 
Hospital, that the results obtained are directly proportional to the 
character of the medical care the patients receive in the clinics. 

It is essential that the opinion of some physician, who has been 
thoroughly trained in obstetrics, should be available at all times at pre- 
natal clinies. It is our custom at both hospitals to have at least one of 
the assistant attendants present at each clinic to assist and act as con- 
sultant to the resident who, with the entire interne staff, attends all 
clinies. 

The knowledge necessary for ascertaining complicating conditions is 
not easily acquired; so that the direction of the management of a 
patient presenting abnormalities must be decided by the thoroughly 
trained obstetrician. This is especially important in recognizing in ad- 
vance, cases having a contracted pelvis. 

Fatalities of mother or baby are almost always associated with com- 
plicated labors, or in normal labors where there has been some inter- 
ference on ‘the part of the physician or midwife. To safely deliver a 
living child at term, in most eases of complicated labor, and at the 
same time protect the mother from lacerations, undue loss of blood, and 
infection, call for unusual knowledge, skill and obstetrical judgment on 
the part of the operator. 


If maternity hospitals are able to show a low mortality in delivering 
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patients with complications, and if prenatal care offers a means of either 
preventing these complications from developing or recognizing cases 
which might require skilled care at the time of delivery, have we not 
in utilizing maternity hospitals for the care of complicated cases only, 
and in a widespread development of prenatal clinics, the means of ob- 
taining practical results? 

Maternity hospitals are providing eare at present for 56 per cent of 
the 130,000 cases delivered in New York City each year. The midwives 
are caring for 32 per cent, and the private physicians an equal number. 
There is no way of estimating how many of these eases are receiving 
prenatal care. The private maternity hospitals are giving prenatal care 
to some extent to nearly all their patients. The city maternity hos- 
pitals are not providing prenatal care for over 50 per cent of their 
cases owing to the necessity for maintaining beds for emergency eases. 

In New York City during the past ten years, figures show a stead) 
decline in maternal deaths from puerperal! infections. This reduction 
has not been evident in any other city. 

There are two factors which may account for this reduction; first, 
the large number of cases cared for by maternity hospitals with the rela 
tively large proportion of cases receiving prenatal care; and second, the 
control and supervision of midwives in their practice and the high 
standards maintained in issuing new licenses to practice. 

There is no question regarding the continued need for midwives in 
this city. So long as this need exists, the problem for providing pre- 
natal care to their patients must be solved, if we are to see any great 
reduction in maternity mortality rates. These cases, as well as a large 
percentage of those cared for by private physicians without prenatal 
care, account for the large number of complicated labors. 

The reeords of 10,296 cases delivered by midwives at the training 
school for midwives at Bellevue Hospital, show beyond question that 
with proper medical supervision midwives ean be instructed to deliver 
safely normal cases. 

At the present time the medical schools are making greater efforts 
to reduce the dangers of childbearing by providing for better training 
of the students. Graduates of the future must have more clinical teach- 
ing than they ever have had in the past. It must be firmly impressed 
on the student that, though he can be trained to safely care for a normal 
case, he is no more prepared to manage cases requiring an obstetrical 
operation, unless he shall first prepare himself by special training in 
some maternity hospital, than he is to do an operation in general sur- 
gery. No physician, without special training, would attempt to perform 
a serious surgical operation without subjecting himself to universal 
condemnation by the public and profession at large. 


The limitations to which a man without special training in obstetrics 
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ean go in handling abnormal cases must be made explicit and definite. 
There should be sufficient clinical material available to enable students 
to actually deliver a large number of eases following a safe technic 
under the guidance and instruction of a qualified teacher. The gradu- 
ates from the school of midwives are required to have attended one 
hundred deliveries and to have delivered twenty normal eases, while 
the requirements for graduates from medical schools in this State are to 
deliver only six cases. 

The future teaching of obstetrics, in my opinion, must be based on 
two factors; first, a thorough knowledge of the importance of prenatal 
care; and second, the necessity of aseptic precautions and the avoidance 
of unnecessary interference during labor. 

Students should be taught that with the reduction of the number 
of complications by intelligent prenatal care and a knowledge obtained 
in advance of the size of the pelvis the necessity for performing obstet- 
rical operations will be largely reduced. 

The second factor which must be emphasized in preparing students 
to practice safe obstetrics is the need and importance of a simple and 
safe technie at the time of delivery. 

Students must become accustomed to performing safe deliveries by 
having practical experience under trained instructors in the hospital 
or in the home. They must have demonstrated by observation the nor- 
mal physiologic process of labor by methods which do not endanger the 
life of the mother, or cause, as formerly, so many infections through 
vaginal examinations. 

A familiarity with, and knowledge of normal labor, based on intelli- 
vent observation, prepares them to recognize abnormal conditions early 
in the progress of labor. Ignorance of normal labor often leads to 
some operative interference endangering the lives of both mother and 
child. The indiscriminate use of forceps by those who have not a thor- 
ough knowledge of normal labor, is a frequent cause of serious after- 
effects in the mother from lacerations and infections, and also of high 
mortality in babies, either at birth or during the early weeks of life. 

At the present time we have at the New York University, and Belle- 
vue Hospital Medical College, the same difficulty in teaching obstetrics 
that is found in all medical schools; that is, the inability to properly 
utilize our clinical material. As a result, we have been forced to devote 
more time than is necessary to theoretical teaching, and by failing to 
provide more practical work in the delivery of normal cases, under 
instructors, we have failed to get the results we should. 

3efore we shall be in a position to reduce infant and maternal mor- 
tality in New York City, a sufficient number of prenatal clinics must 
be maintained to provide care for the large number of women who at 
present are not receiving such care during pregnancy, and the maternity 
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hospitals, which are now giving hospital care to a large number of 
normal cases, must be utilized more for the care of abnormal cases. 

The combined efforts of all agencies, public and private, now inter- 
ested in this problem, could, it seems to me, organize and maintain these 
clinies. 

In New York State the carrying out of the provisions of the Daven- 
port Bill should be of great help in reducing the mortality rate. The 
problem in the rural districts is being made more difficult each year by 
the inadequate number of physicians. If training schools could be 
established for the training of graduate nurses in earing for normal 
cases similar to the Bellevue Schoo! for Midwives, we would have avail- 
able a number of visiting nurses, in small communities, who would be 
able to provide intelligent care for mothers and babies now deprived 
of medical advice and care. 


CONCLUSIONS 


1. Edueation of the public regarding the dangers of childbirth with- 
out proper prenatal care, must be continued. 


2. Clinies for providing prenatal care should be multiplied. 


5. Maternity hospitals should provide care for a larger number of 
abnormal cases. 

4. Medical schools should educate their students to give more thorough 
prenatal care to patients, provide facilities for training students in care 
of more normal cases and should emphasize the necessity of obtaining 
special training before performing obstetrical operations. 

»). Provision should be made for the training of visiting nurses in 
practical obstetrics to assist in providing care in the rural districts. 
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MALIGNANT PAPILLOMA OF THE KIDNEY* 


By Wm. EpGar DaARNALL, A.M., M.D., F.A.C.S., ATLANTIC City, N. J., 


AND JOHN Koumer, M.D., PHILADELPHIA, PA. 


ALIGNANT papilloma of the pelvis of the kidney seems to be a 

very rare condition. <A. VO. J. Kelley described the first ease re- 
ported in this country in 1900. Since that time there have been but 18 
cases reported in America. The foreign literature contains a total of 
58 cases. The American cases have been reported by Babcock, Watson 
and Cunningham, Lower, E. S. Judd, Hyman and Beer, C. H. Mayo, 
Stevens, Goldstein, two by Kretschmer, Miller and Herbst, three 
by Brasch, and one by MeCown. There are two unreported cases by 
Burford of St. Louis and Parmenter of Buffalo. MeCown in report- 
ing his ease made a very thorough study of the literature. He presents 
abstracts of 46 eases, including the 38 foreign cases and his own. This 
brings the total number of cases in the literature up to 56, the case 
reported by the writer below makes the fifty-seventh on record. Rather 
than repeat the cases collected by MeCown I take the liberty of refer- 
ring to his article (Jour. Am. Med. Assn., October 30, 1920 

‘rom an analysis of the cases thus far recorded the incidence of pap- 
illary epithelioma is more common in males than females in the pro- 
portion of two to one. Ages vary, the youngest a boy and the oldest 
a woman of 86. The writer’s case was a woman of 82. The etiology 
is unknown. Some authors are inclined to ascribe as the cause inflam- 
mation, others stone. The tumors vary in size from multiple small 
isolated bud-like growths to a single large cauliflower mass filling the 
renal pelvis and producing, as it grows, destruction of the kidney par- 
enehyma. 

The tumor may start and remain loealized in the kidney but the 
striking tendency is to involve secondarily either by direct extension 
or by implantation, the lower urinary tract. Of the cases reported to 
date, 25 showed involvement of the ureter while in 18 the tumor had 
invaded the kidney ureter and bladder. The symptoms vary consider- 
ably with the size of the tumor and the associated pathology. Hema- 
turia is the most constant sign. It is usually intermittent in character 
and may vary in severity from a slight cloudiness to a copious hemor- 
rhage. Pain is more or less inconstant but radiates from the kidney 
down the loin. 

If the symptoms are not interrupted by surgical treatment they may 
extend over a period of years. In the writer’s ease, which was inoperable 
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on account of the age and feebleness of the patient, the symptoms per- 
sisted for about six years. Usually, however, termination is seen rel- 
atively early. All eases, especially in adults, if there is intermittent 
hematuria and pain in the kidney region, should suggest this condition. 
It is quite possible that some of the cases diagnosed as essential hema- 
turia may be of this type. This condition should be suspected if the 
roentgenograms are negative for stone, there are colicky attacks of pain 
radiating along the course of the ureter, a diminished or absent function 
of the suspected kidney and a palpable mass in the loin. If in addi- 
tion to this, eystoscopy reveals a papilloma in the bladder or the uret- 
eral orifice, the pyelogram shows a filling defect in the pelvis of the 
kidney and the urine contains unidentified epithelial cells, the presence 
of a papillomatous tumor is quite certain. 

Judd regards the papillary structure as proliferating epithelium of 
the renal pelvis. The exact nature of the tumor seems to be based on 


the appearance of the epithelial ceils within the connective tissue be- 


neath the tumor. Papillary tumors of the pelvis of kidney are usually 
if not always multiple. These neoplasms are divided by Judd into 
three classes: (1) The simple papillomas which show throughout their 
entire development and evolution the characteristies of all such tumors, : 
(2) The epithelial papillomas which almost immediately show the ' 
characteristics of malignaney and (3) those tumors whieh apparently 
change from a supposedly benign to a malignant growth. For practical 
purposes it would seem best to credit malignant tendencies to all these 
papilloma and treat them in a radical manner. 

From the standpoint of treatment the eases of renal papilloma may 
ve divided into two groups, with and without involvement of the blad- 
der. In all cases nothing short of complete removal of the affected 


kidney and as much of the ureter as possible should be done. If there 
should be implantation in the bladder, fulguration may be done later. 
[f on the other hand fulguration should be done on bladder papillomas 
and trouble higher up in the ureter and kidney is overlooked, nothing 
is accomplished and endless trouble may ensue. 


CASE Report.-—Mrs, C. K., age eighty-two, the mother of six children, thin, anemie 


and feeble. She has never been robust, has suffered from invalidism more or less 


all her lite. She has a history of right nephroptosis. About four years ago the 
writer was called, the condition explained and he was asked to push the kidney up in ft 
place as it had come down by reason of the journey from her home in Bvooklyn to 
Atlantic City. She stated that for two or more years she had suffered from inter- 

mittent hematuria and that her Brooklyn physician relieved her discomfort when 

the kidney came down by replacing it. On attempting to carry out her wishes I , 
discovered a mass in the right loin about the size of a large grape fruit apparently 
elongated at both ends. It was more or less movable and was replaced to a higher 
level. The next day she began to bleed and this continued for ten days. I was 
uneertain as to the character of the mass but my impression was that of an hydro- 


nephroma. 


DARNALL AND KOLMER: 


MALIGNANT PAPILLOMA OF KIDNEY 


The patient’s lungs, heart and circulation were normal, blood pressure, 110/85. 
She was feeble and resisted suggestions of cystoscopy and x-rays to the end. She 
was under my observation most of the time for a period of four years. Bleeding 
sometimes would last for weeks at a time and then cease. During the intermissions 
she would be able to be up and about the house. The last year or more of her life 
was spent practically in bed and it seemed rather unusual that during the last 
months of her life attacks of bleeding were less frequent and did not last as long. 
There were during my observation of her ease two or three distinet attacks of 
ureteral colic. 

One day she called attention to the fact that she had passed an unusually large 
amount of urine and on examination the mass in the loin had disappeared and 
never returned. There is no doubt that the mass had been an hydronephroma. 

From time to time there were attacks of gastrie trouble, distention, nausea and 
vomiting and an occasional rise of temperature of a degree or two. The patient 
gradually failed, and died, Nov. 8, 1921. At autopsy, only abdominal examination 
permittted. The stomach was normal, the gall bladder thickened and distended show- 
ing presence of cholecystitis but there were no stones. There were old adhesions 
about the pylorie end of the stomach, duodenum, and gall bladder. There were no 
enlarged glands and no involvement of the intestines. The pelvie organs showed 
no gross pathology but were atrophied. The left kidney and ureter were normal. 
The bladder was normal except for some small gravelly concretions but there was 
no evidence of cystitis or papilloma implantation in the bladder. The right kidney 
was but slightly larger than normal. The pelvis of the kidney was overdistended 
and the ureter, bluish in color, was at its upper end about four times its normal 
size. On splitting the kidney and ureter open the ureter and pelvis of the kidney 
showed no gross lesions and were smooth but at the apex of many of the pyramids 
of Malpighii were little tufts of coral growth masses, or perhaps it would be better 
to call them cauliflower tufts. In the pelvis itself which was smooth there was an 


organized blood elot. The macroscopic appearance of the kidney suggested a chronic 


nephritis. 

The kidney was submitted to Dr. John A. Kolmer, Professor of Pathology at the 
University of Pennsylvania. He reported that: ‘‘The histological examination of 
the kidney shows the presence of a papilloma in the peivis which has undergone 
malignant change—the correet designation should be epithelioma of the pelvis of 
the kidney. This growth is fairly well circumscribed with fibrous tissue and for 


this reason gives a good prognosis on account of its slow growth.’’ 


(For discussion, SEC p- 319.) 


ACCIDENTAL PERFORATION OF THE UTERUS: WITH A RE- 
PORT OF THREE CASES* 


By Geo. W. OvutrEeRBRIDGE, M.D., PHILADELPHIA, PA. 


pertoration of the uterus probably is caused in the 
majority of instances either by the forcible passage through it of a 
catheter, bougie, or some similar more or less rigid instrument by the 
yatient herself or an accomplice in an attempt to induce abortion, or 
else by puncture from placental forceps, curette, or other instrument 
in the hands of the surgeon during the process of evacuating retained 
products of conception from the puerperal uterus following abortion 
or full-term delivery. It is undoubtedly true that this accident may 
occur without any serious sequelae, and it is highly probable that in 
many instances it has even occurred quite unsuspected by either patient 
or surgeon. If the peritoneal cavity escapes infection, and there is no 
intestinal injury, the small uterine perforation may undergo sponta- 
neous healing and no further trouble ensue, but that severe intraab- 
dominal lesions may result from such injuries, however, even in the 
absence of any immediately alarming symptoms, is also undoubtedly true, 
wherefore, all cases in which perforation of the uterus is known to have 
occurred, or is suspected, should in my opinion, either be subjected to im- 
mediate laparotomy, or else be kept under most careful observation, un 
der conditions that will permit of prompt action upon the first evidence 
of intraabdominal trouble. 

The following eases ef accidental perforation of the uterus, whieh 
have come under my observation in recent years, present varying points 
of sufficient interest in this connection to warrant their brief presenta 
tion before this Society. 

CASE 1—Mrs. I3., age twenty-six vears, admitted August 2, 1915, with the fo 
lowing history: 

She had had four children and four miscarriages, the latter all within twenty 
months. Three weeks before admission a curettement for incomplete miscarriage was 
attempted by her family physician, but was not completed on account of hemorrhage. 
On the day of admission, another attempt to empty the uterus was made by he: 
physician, who recognized during the course of the operation that with the placental 
forceps he had pulled a piece of intestine into view in the vagina, whereupon he 
desisted from all further treatment and sent the patient to the hospital. 

On admission, about 8 Pp. M., she was absolutely tranquil, complaining merely of 
insignificant soreness in the abdomen, but of no definite pain. Her pulse was 80, 
temperature normal. On examination, she showed very slight vaginal . bleeding, 


slight tenderness in the right lower quadrant of the abdomen, and a mere suspicion 
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of increased rigidity in the same region, so slight in fact, that there was disagree- 
ment between the resident physician and myself as to its presence. However, on 
these vague symptoms, and largely upon the family physician’s statement that he 
was sure he had perforated the uterus and pulled down a piece of intestine, immedi- 
ate laparotomy was determined upon. This revealed the following conditions: In 
the fundus of the uterus was found a ragged area of perforation, measuring about 
1.5 em. in diameter, which was oozing slightly. The tubes and ovaries were normal. 
A loop of ileum measuring about 14 inches in length, had been torn completely 
free from its mesentery, the vessels of which had retracted and were not bleeding 
to any extent. The wall of the bowel was not appreciably injured, and there was 
no opening into the lumen. This loop of bowel had slipped back out of the uterus, 
and was not projecting into the perforation when the abdomen was opened. LBe- 
cause of the complete severance of the blood-supply to this portion of the gut, 
however, resection was, of course, necessary. This was performed with end to end 
anastomosis, following which the body of the uterus was removed by a high supra- 
vaginal hysterectomy, leaving both tubes and ovaries, as this seemed wiser than 
attempting to repair the ragged perforation in the uterine wall. 

The patient made a satisfactory recovery, and left the hospital in about three 
weeks. 

In this instance, it seems certain that had a waiting policy been pursued, which, 
except for the doctor’s statement, might have appeared justifiable in view of the 
patient’s condition on admission, gangrene of the torn loop of ileum would almost 
certainly have supervened, by which time the patient’s chances of withstanding 
operation would have been appreciably less. 


ing history: She was delivered of her fifth child, November 3, 1916, immediately 
following which she had a severe hemorrhage. Five days later, she had a second 


CASE 2.—Mrs. M., aged twenty-six, admitted December 22, 1916, with the follow- 


hemorrhage, since which time she had had eight more severe hemorrhages, occurring 
at intervals of five or six days, for several of which she had to be packed by the 
attending physician. Examination on admission showed an extensive cervical lacera- 
tion, the uterus normal in size, retroverted to the second degree, and freely movable. 
The left ovary was slightly enlarged and there was some resistance in the right 
vaginal vault. Blood count, hemoglobin 20 per cent, leucocytes 7,200, red cells 
2,240,000. Wassermann reaction negative. Operation December 27, 1916. After 
dilating the cervix, a pair of Emmet curettement forceps were carefully introduced 
into the uterus for exploration; without the slightest sensation of their meeting 
any resistance whatsoever, an object in their grasp was recognized as an epiploic 
appendage. A laparotomy was immediately performed, and a small uterus found 
with an area of perforation in the fundus. The consistency of the uterus was most 
remarkable, being almost as friable as a piece of Roquefort cheese. Fortunately, 
there was no intestinal injury necessitating attention. In view of the severe hemor- 
rhagie condition, and the degree of anemia to which the patient had been reduced, 
together with the obviously degenerated condition of the uterus, it seemed best to 
remove this; therefore, a rapid supravaginal hysterectomy was performed, following 
which the patient went through an uneventful, but somewhat protracted convalescence 
because of the anemia. Two days after operation, the hemoglobin was 15 per cent 
and the red cells 1,330,000. On January 5, 1917, the hemoglobin had returned to 
20 per cent and the red cells to 2,070,000, on the twelfth, the hemoglobin had risen 
to 30 per cent, on the 26th, to 40 per cent, and at the time of her discharge on Feb. 
18, it was 70 per cent. 

Histological examination of the extirpated uterus shows an extremely interesting 


condition. Just beneath the endometrium are areas of the most remarkable degree 
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of hyaline degeneration that I have ever seen in a uterine wall. Many portions of 
this show practically no muscular tissue whatever, having been almost completely 
transformed into hyaline tissue, which takes a pale, diffuse, pinkish stain in hema 
toxylineosin preparations. Many of these areas are irregularly cireular or oval in 
outline, quite strongly resembling in general appearance corpora fibrosa of th 
ovary. Many of them contain a very small blood vessel in the center, the diamete: 
of the latter being possibly about one-twentieth that of the entire hyalinized area. 
In other such areas again, no central blood vessel is demonstrable. It appears highly 
probable, therefore that all these areas originated from extensive hyaline degenera 
tion of the blood vessel walls, with resultant diminution, and in many instances, 
eventual obliteration of the lumen and consequent profound alterations in the uterine 
circulation, produeing on the one hand the repeated severe hemorrhages, and on the 
other, the friability of the uterine tissue and consequent ease of perforation. 

In this instance, while no intestinal or other traumatic lesion was found on 
opening the abdomen, aside from the perforation of the uterus itself, I am convinced 
that in view of the condition of that organ, as found both on gross and mieroscopica 
examination, its removal was urgently indicated. While we do not ordinarily choose 
to do a hysterectomy with the hemoglobin hovering between 15 and 20 per cent, and 
the red cells between one and two million, in this ease, immediate and permanent 
stoppage of the hemorrhage was the first consideration, and the aetion taken was 
amply justified by the outcome, as the patient left the hospital in good condition 


and has remained in excelent health ever since. 


CASE 3.—Miss K., aged thirty, admitted July 12, 1921. 

The patient’s statements are somewhat unreliable as to exact dates, but so far as 
ean be determined, she last menstruated early in April, 1921. On or about May 8, as 
her period had failed to appear, and she feared the occurrence of pregnaney, she in 
troduced a catheter into the uterus for the purpose of producing an abortion. She 
says that she experienced no pain, but that on attempting to withdraw the catheter, 
it broke, and only a short piece came away. For several weeks following this she 
had more or less constant uterine hemorrhage, accompanied by clots and foul smelling 
discharge, but says that she experienced no particular pain or discomfort, and con 
tinued to lead her regular life until July 8, when she was seized with a severe pain 
in the right lower abdomen, and passed a very short piece of the catheter, not over 
three-fourths of an inch in length. From that time on she continued to have som 
pain in the right lower abdomen, with irregular but not profuse bleeding, until ad 
mission to the hospital July 12. She was not confined to bed during this time, how 
ever. On admission, the vaginal outlet was found moderately relaxed (subsequently, 
the history of a previous full term delivery was obtained); the uterus was normal in 
size and position, but slightly fixed; the left side was negative, but there was some 
tenderness and a small, hard mass on the right, very superficial, just above the pubic 
ramus, suggesting possibly induration at the top of the right broad ligament. Tem 
perature on admission was 99.8°, leucocytes 14,000. Following admission and rest in 
bed, the bleeding stopped, though pain and tenderness in the right lower quadrant 
persisted, and operation was performed on July 18. <A preliminary dilatation and 
curettement produced merely a small amount of endometrial tissue, which on micro 
scopic examination showed no signs of a recent pregnancy. It was noticeable whil 
doing the ecurettement that the eurette could be introduced considerably deeper on 
the left than on the right side of the uterus. 

Median abdominal incision revealed, immediately upon opening the peritoneum, 
extensive omental adhesions to the top of the bladder and to the parietal peritoneum 
in front and to the right of this organ. On freeing these, an area of marked thick 


ening and dense, almost ecartilage-like induration of a considerable area of the 
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anterior parietal peritoneum immediately adjacent to the right side of the bladder 
Was encountered; this was the small, hard mass felt on the right side on vaginal 
examination. In the center of this mass was a small amount of thin pus. The 
uppearanee suggested that a puneture had been made at this point through the 
bladder wall, but there had been at no time any vesieal symptoms, and urine 
examination at all times was negative. Subsequent careful questioning of the patient, 
moreover, failed to elicit any history suggesting that the bladder had been injured, 
or that the catheter had ever been introduced into it, so that the exact etiology of 
this area of inflammatory reaction is not altogether clear. The uterus was not 
idherent to this inflammatory area in the peritoneum, or to the bladder, but was 
normal in all respects, except that four loops of intestine were densely adherent 
to the left cornu; other than this it was entirely free from adhesions. After carefully 
liberating the intestinal loops from the uterus and from each other, a small puncture 
opening, surrounded by an area of congestion, was found in the fundus just median 
to the origin of the left tube. Both tubes and ovaries were entirely normal in ap- 
pearance, and were free from adhesions. Further exploration of the abdomen brought 
to light a piece of stiff, woven catheter, 12144 inches in length by about 4, inch in 
diameter, lying entirely free in the abdominal cavity, somewhat wrapped about 
hy omentum, which latter showed in places considerable inflammatory thickening. 
On removal, the piece of catheter was seen to comprise the tip, with its eye, at one 
end, the other end being ragged where it had broken off from the remaining portion. 
It had evidently been forced completely through the uterine fundus into the general 
peritoneal cavity, and when removed was lying with the tip in close proximity to 
the transverse colon. The puncture opening in the uterine fundus had then become 
sealed by the intestinal adhesions mentioned above. The operation consisted merely 
in liberation of the intestinal adhesions, resection of a cone-shaped bit of tissue of 
the uterine wall about the puncture opening, which was then closed by cat-gut 
suture, and resection of some inflammatory portions of the omentum, with, of course, 
removal of the catheter from the abdominal cavity. On account of the inflammatory 
thickening of the prevesical peritoneum, with small amount of pus formation, a 
cigarette drain was placed at this point for 48 hours. Because of a very suspicious 
tuberculous history, although no active pulmonary lesions were demonstrable at time 
of operation, the latter was performed entirely under gas-oxygen anesthesia. 

‘Lhe patient was out of bed on the tenth day, and made an uninterrupted recovery. 

In this instance, in spite of the introduction by the patient herself, so far 
as ean be aseertained (and there seems to be no reason to doubt the accuracy of 
this statement), of a presumably nonsterile, or at least imperfectly sterilized body 
a foot in length, through the uterine wall into the free abdominal cavity, and its 
sojourn there for over two months, comparatively insignificant local or general 
symptoms had manifested themselves up to a few days before the patient’s entrance 
into the hospital. In view of the fact that such symptoms were finally beginning to 
appear, however, and of the lesions found, namely localized inflammation in the 
peritoneum, with beginning pus formation, and rather serious intestinal adhesions, 
it seems highly probable that this favorable state of affairs would not have continued 
indefinitely in the absence of operative intervention. Aside from all other con- 
siderations, the four intestinal loops adherent to the uterine cornu (two portions of 
the sigmoid and two of ileum) afforded an admirable site for the formation at some 


future time of an internal hernia between them and the top of the broad ligament. 
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INTERMITTENT ASPIRATORY HYPEREMIA IN GYNECOLOGY 
By.JOHN DorEN Youne, M.D., F.A.C.S., New York, N. Y. 


& a paper published in the Vew York Medical Journal, October 5, 

1921, I stressed the value of this procedure in the treatment of dys- 
menorrhea. I will not go over the subject as presented in that article, 
except to mention a few of the basie facts, but content myself with an 
analysis of a series of cases in general gynecologic practice treated by 
this method. 

The use of suction for the purpose of removing cervical mucus is not 
new, but 1 wish to impress the fact that this is more than simply a sue- 
tion pump, both in the manner of applying the principle of suction and 
the method of its use. 1 have lone searched for a method of stimulating 
the cervix, so that it in turn would cause contraction of the uterine 
muscle, with a consequent circulatory stimulation; it seemed to me that 
this must take the form of some suction apparatus, which would at the 
same time remove the mucus, and cause a congestion of the cervix. It 
was however not until this instrument was perfected that 1 could com- 
bine suction with cervical stimulation, carried to any desired degree and 
released without any inconvenience. The long cushion of partial 
vacuum, the sharp intermittency of the stroke, the ability to prolong the 
stroke, or the interval, at will, and the ease of the make and break are 
the essential points in the instrument. 

The observations in this paper are purely of a clinical nature, and are 
from personal notes made at the time each treatment was given. 

My early work was done with an imperfect instrument and was with- 
out any clear concept of the scope of the method; I have therefore 
limited myself to the last 221 consecutive cases and what I have 
learned from them. 

It was not until August 6, 1920, that I began to note and record the 
degree of response to aspiratory stimulation, and note the class of cases 
in which it was most marked. Since then for convenience of record |] 
have adopted the following terms: —1, 1+, 2+, 3+, 4+, also noting 
any showing of blood, and whether it came from an eroded cervix without 
undue pain, or whether it came through the os with a severe cramp-like 
contraction. In cases marked —1, the uterine muscle could not be made 
to contract; in 1+, it was indeterminate; 2+ I have learned to eall a 
normal reaction ; 5+- an overirritable condition; 4+- observed only post- 
partum, postabortive or inflammatory conditions, with a uterus that 
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stimulation caused a severe contraction closely resembling an early 
labor pain. In eases marked 2+ the contraction causes a cramp de- 
scribed by the patient as that of an ordinary menstrual pain and in 
cases marked 3+, a severe menstrual pain. 

I fully realize that this division as to pain degree is clinical only, but 
| feel that it is accurate enough to make it of real value in records, and 
[ have noted a truly remarkable similarity in the description given by 
all the patients observed. That there is a true contraction of the uterus 
may easily be demonstrated in cases of retroversion with a soft relaxed 
uterine body that cannot be replaced, and which seems to disappear on 
bimanual examination; after aspiratory stimulation this uterus will be- 
come clearly outlined and manipulated, and if nonadherent may easily 
be replaced. 

This observation is most readily made in cases of postpartum retro- 
version with subinvolution. 

The question that now presents itself for answer is, how long should 
aspiratory stimulation be kept up at each treatment? This should be 
governed by the degree of response, if 4+-, two to four stimulations are 
enough per treatment. Three plus, 4 to 8, 2+ or a normal reaction, the 
stimulation should be given for five minutes, four to six times per min- 
ute. In indeterminate and minus cases two tractions on the piston may 
be substituted for the usual one, thereby giving a greater degree of 
stimulation, and the length of time inereased at discretion. 

It has been interesting to note in my series of cases, the change from 
t+- to 2+- and from minus to 2+ or normal. 

[It is obvious to the observer that the first effect of a suction pro- 
duced in a glass cup which completely covers the cervix, is to empty the 
infected glands of the cervix, that are patent, and fill the area with 
fresh blood. That this actually happens may be seen in any of these 
eases. At the same time the cervical congestion may be seen, and unless 
care js used eccbymosis will occur under the mucosa; in badly infected 
eroded cervices this is of benefit; but as the mucosa begins to grow it 
is better not to traumatize it. 

Where the lesion to be treated is an infection of the cervieal glands 
alone this instrument may be used as a suction pump only: however, 
as there is in most of these cases an ascending lymphangitis with a peri- 
adnexitis, the aspiratory stimulation is a most important factor. 

In circulatory stasis, due to subinvolution, or malposition, or both, 
the aspiratory stimulation is of the greatest value. 

As a method of cervieal cleansing and preparation for topical appli- 
cations it is most serviceable. Where the infected glands have become 
cysts they may be punctured and pumped empty and the eavity filled 
with a blood elot. 


The glass eup is best applied through a speculum except where the 
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larger-sized tubes are used; in cases requiring these tubes, trauma of the 
pelvic floor allows of their easy introduction, or a Sims speculum may 
be substituted for the bivalve. Where the introitus is small, number 1 
or 2 may be introduced after therough lubrication without any specu- 
lum, but care must be taken to be sure the cup is over the cervix and 
not aspirating the vaginal wall. Also the degree of reaction must be 
noted by the Doctor and the patient, and if she complains over- 
much, the Cup should be removed and the cervix investigated; over- 
reaction is not to be desired, and must be watched for in nullipara, in- 


flammatory cases, postabortive, postpartum, and in some circulatory 


stasis cases. This hyperreaction will decrease as the uterus returns to 
normal. In an excellent article by Gordon Gibson, read before 
the Section on Gynecology and Obstetrics at the last meeting of the 
New York State Society, he called attention to the use of the electro- 
cautery in chronic infection of the cervix, and laid particular emphasis 


on the nonoperative treatment of these cases. I feel sure that a eom- 
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bination of these two methods would increase the number of cures and 
decrease the length of time of treatment. 

There is a class of eases of long-standing deeply-seated infection with 
eystic degeneration that will resist both methods and require operation, 
but any addition to the treatment of this condition, that will lessen the 
number of operations and increase the number of funetionating cervices 
is worthy of note. 

As this is a purely e¢linical paper I have avoided discussion of the 
pathology of the cervix, uterus, and adnexa, but, the observations herein 
contained have been made with a full consideration of this as a basic 
factor. It is my contention that suction for the sole purpose of remov- 
ing mucus from the cervix and aspiratory stimulation are two entirely 
different procedures. In the first the mucus is drawn out by suction, in 
the second a closely fitting cup covers the cervix completely and a long 
column of quickly ereated partial vacuum will cause a hyperemia of the 
cervix, With an immediate stimulation of the uterine muscle to contrac- 
tion, and an incidental aspiration of the cervical glands. How far this 
aspiratory effect extends through the cervix | am not prepared to state. 

It is my opinion that this method of intermittent aspiratory hyper- 
emia for uterine stimulation, and the treatment of infections of the 
cervix by suetion, plus hyperemia, are essential to the proper treatment 
of gynecological conditions. 

The frequeney of infection of the cervix is a source of surprise to any 
one who carefully notes the condition, and its importance, as a point of 
entrance for more deeply seated infection, cannot be overestimated, 
and, as a factor in the causation of sterility it must be considered. 

Of the sixteen pregnancies occurring in this series, | do not claim that 
this treatment alone relieved the obstruction to impregnation, but the 
cure of the cervical infection, and relief of the circulatory stasis and 
the restoration of tone were actual factors in the result. 

The two gonorrheal cases, were hopelessly sterile in my opinion with- 
out this method: (Nos. 16 and 33.) Number 16 had a vulvovaginal 
gland abscess, left pyosalpinx, adherent retroversion, infected cervix 
and lacerations, surely a formidable array of causes for sterility, no mat- 
ter how wisely operated upon, I know of no other treatment that could 
possibly have eliminated the infection so that pregnaney could be pos. 
sible. 

Case No. 33 had gonorrheal infection before marriage, involving the vulvovaginal 
glands, Skene’s glands, cervical and tubal infection nd was my first case of aspi- 
ratory treatment over a very long period of time. The operation plus the treatment, 
rendered her able to become pregnant and deliver normally, her case in my opinion 
was permanently sterile. 

Case No. 53. An infantile uterus, small vagina, male type of pelvis, and re- 
versal type, seemed to render hope of pregnancy nil, two years of treatment was 


rewarded by a living child delivered by cesarean section. 


& 
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Case No. 142, one of double vagina, double cervix, and two uterine bodies, the 
left much smaller than the right; she had been pregnant twice and lost both by 
miscarriage; after treatment went to seven and one-half months, and was delivered 
ot a living child which is now alive and well. 

To my mind these two eases suggest the probability of cireulatory stimulation 
and uterine exereise developing that organ to a functioning state. 

Case No. 147. Sterile sixteen years, except for ectopic 214 years ago, with a 
very badly eroded infected cervix, an ovarian cyst, and a pedunculated fibroid, oper- 


ated upon at fourth month of pregnancy now nearing term. 
Case No. 3. Sterile all her married life. 


It is interesting to speculate on the effect of treatments and opera- 
tions in relation to pregnancy, so much is claimed for so many cures 
of sterility, that I will not comment further on these cases. 

The result of this treatment in the posthysterectomy cervix was most 
satisfactory, there were twelve of these cases, ten were cured, one now 
under treatment and one undoubtedly cancer, refused operation, was 
not treated. 


A word as to the use of the expression ‘*‘cured.’’ Wherever it is used 
in this paper, or in the tables, it refers to the cervix only, and means 
that all discharge had stopped, and that the cervix was macroscopically 
healed, no erosions, no infected glands to be seen, that is, a eclinieal cure. 
I know of no insurance against reinfection, but see no reason why these 
cervices should not remain normal. 

Fourteen of my eases of infected cervix were referred and I am unable 
to give the results. Excluding the above leaves 178 cases, 76 nullipara, 
102 multipara, of these I report 107 as cured, 47 improved, 24 negative, 


this last figure would undoubtedly be smaller but for the uncertainty of 


TABLE | 
PaAbt TION OF CASES OF INFECTED CERVIX TREATED BY ASPIRATORY HYPEREMIA 
rotal number of cases 192 Complications 
Reterred, not followed 14 Retroversion a6 
Lacerations 32 
Total reported 17s Prolapse 
Periadnexitis 17 
Nulliparae 76 Fibroids 17 
Multiparac 102 Syphilis 
Gonorrhea 22 
Cured 107 Hypertension 6 
Improved 17 
Negative 24 
Principal Symptoms Time of oecurrence 
Leueorrhea 125 Postpartum 20) 
Dysmenorrhea 31 Postabortive 13 
\menorrhen 10 Postoperative 29 
Menopause 4 Postoperative 
Menorrhagin 37 After supracervieal hysterectomy 15 
Circulatory Stasis 39 (One Carcinoma) 
Sterility 7 
Wearing Pessary 19 


| 
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RECORD OF INCIDENCE OF 


PRINCIPAL 
SYMPTOM 


INTERMITTENT 


TABLE II 


COMPLICATIONS 


ASPIRATORY 


DURATION OR 
NUMBER OF 
TREATMENTS 


HYPEREMIA 


SUBSEQUENT PREGNANCIES 


RESULT 


Leucorrhea. kxtensive erosions, 28 Preonant. 
SS Sterile 8 years. Desensus after ven 
tral suspension. 2 Pregnant, 
S0)  Leucorrhea. Retroversion, pessary 
Stasis. infected cervix, 18 Normal 
delivery. 
79) Leueorrhea. Retroversion. Normal] 
Sterility. Infected cervix. delivery, 
16 ~ Gonorrhea, Pyosalpinx. Retro 23 Normal 
Sterile 5 years. version operation. Postoperati delivery, 
148 l 3 Abortions. Desensus following rt | Preonant. 
ventral suspension 
pessary. 
7] 1 Sterile + years. Undeveloped. 28 Normal 
Dysmenorrhea. lelivery, 
2 Leucorrhea. Postpartum intection 
of cervix. Preenant, 
147 TLeueorrhea. Fibrotie infected cer- 19 Preonant. 
Sterile l6vears. vix, ovarian eyst. 
Operation 4th month 
of pregnancy. 
142 1 2 Abortions. Double vagina. be Delivery 
eeryix. premature 
uterus. child living. 


Infected cervix. 
Salpingitis, adhesions 5 years post 
operation, operative. 


Gonorrhea 
Normal 


long standing. 
delivery. 


5 1 Dysmenorrhea. Undeveloped repro 2 years. Dolivery 
ductive organs, male cesarean 
type of pelvis. section. 

) 1 Amenorrhea. Retroversion. 36 Pregnant, 
Leucorrhea. 
1 Dysmenorrhea. Retroversion opera 2 years Normal 
tion. Ectropion. (Postoperative) delivery, 
216 2 Sterile + years. Retroversion —lacera- 2 years. Normal 
tions operation. delivery, 
Weight 210 lbs. 

28 2 Leuecorrhea. Retroversion. l vear. Normal 
Infected cervix opera delivery. 
tion. 


patients and their inability to appreciate the importance of cervical con- 
ditions. 

Leucorrhea was the symptom most frequently complained of, totaling 
125 eases. Retroversion the most frequent compliation, 56 cases or 30 
per cent, which is about a normal relation. 

At this point I wish to say a word of emphatie protest against curet- 
tage for the relief of leuecorrhea due to infected cervical glands,—one of 
my patients, case No. 82, was curetted five times. Surely a sad com- 
ment on gynecologic judgment. 

Of the eases of ectropion with erosion and cervical infection, number 
170 was perhaps the most severe and the most extensive, with usual 
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curettage history; she had for eleven vears been foreed to wear pro- 
tection against the discharge, the cervix was flattened, and presented 
a discharging eroded surface which bled on touch, after five months of 
treatment she was free from discharge and has remained so since, the 
menorrhagia has changed to normal periods. 

Of the 178 cases of infeeted cervix reported the degree varied from 
the mildest to the severity of the case just cited. 

There can be no doubt that cervical infection is much more frequent 
and much more important as a focal infection and a point of entry, 
than is generally appreciated, in fact must be reckoned with as a factor 
in most of our work. Intermittent aspiratory hyperemia is a method 
whereby we may drain the infected cervical glands and produce a tem- 
porary hyperemia and eventually, thereby eliminate a point of foeal in- 
fection, also stimulate the uterine muscle to rhythmical contraction, 
thereby improving the uterine tone, relieving circulatory stasis, and 
inflammatory conditions, a chain of events greatly to be desired as they 
follow Nature’s methods in combating pathologie conditions. 


1 West SIXTY-FOURTH STREET. For discussion, see p. 327.) 


REPORT OF A CASE OF INTRACTABLE VULVAR ULCER 
(ESTHIOMENE) CURED BY PROTEUS VACCINES* 


By Winuram P. Ifeaty, M.D., F.A.C.S., New York, N. 


iawn term esthiomene is derived from the Greek word meaning to eat 
or corrode and in 1849, was applied in a thesis by P. C. Huguier, 
especially to a gnawing or corroding eruption of the vulvoanal region. 
Ile divided the cases into three clinical types—either one of which might 
occur alone or in combination with the others. In the first group the 
lesions were superficial, ambulant, serpiginous, ulcerating, healing in 
one place and progressing to ulceration in another place. In the second 
croup the lesions were deeper and more destructive, perforating the 
tissues. In the third group the destructive features are overbalanced 
or replaced by edematous infiltration, hypertrophy, or even a condition 
resembling elephantiasis. 

The disease occurs as a rule in adults, is chronic and exceedingly 
resistant to treatment, at times seeming to be cured but soon reappear- 
ing and progressing more rapidly. The origin of the disease is obscure 
and although usually regarded as due to venereal infection, has not 
vielded to treatment along these lines. 

The patients have usually died from exhaustion or intercurrent infec- 
tions. 


*Presented at a meeting of the New York Obstetrical Society, May 9, 1922. 
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The subjective symptoms are an intense burning sensation and ex- 
treme constant pain in the lesions, requiring the use of morphine for 
relief, 

The following case which would seem to belong in Group I of Hu- 
cuier’s classification, came under my observation in September, 1919. 

Mrs. M. G., age 22, married eight montlis. 

The patient’s mother died at forty-one years of cancer of the left cheek, other- 
wise the family history is entirely negative for cancer, tuberculosis or syphilis. 
The woman’s general health was always excellent until the onset of present illness. 
Her menstruation was normal except for severe backache during the period. At 
time of admission, patient was about six months pregnant. Her chief complaint 
was due to ulcer of the vulva, giving intense pain. The present illness began in 
1915 with the development of a small blister, the size of a pinhead on the left labium 
majus, which-caused a burning sensation and two days after its appearance broke 
open and discharged a small amount of serum. It then began to pain a great deal, 
especially when irritated by urine, and a physician was consulted who made an 
examination of the blood and urine, which were negative, and treated the lesion 
with iodine and salves. It soon healed and remained so for nearly six months, which 
was the longest period of quiescence since the onset. It then broke down again and 
under similar local treatment was soon healed, but thereafter would reappear at 
intervals of from one week to a month, slowly healing under local treatment and not 
always reappearing in the same place. 

The patient married in December, 1918, and thereafter as a result of irritation 
from intereourse and the urine, the uleer rarely healed for more than a few days at 
a time. During the first few months of her marriage, the patient was anesthetized 
on four different occasions, and the ulcers were cauterized without success. Silver 
nitrate applications distinctly aggravated the lesion and added to the patient’s 
distress. The chief symptom throughout has been intense pain and burning in the 
ulcers and the adjacent tissues. 

In August, 1919, despite a negative blood Wassermann test, a clinical diagnosis 
of syphilis was made, and the patient was given six intravenous injections of a 
French salvarsan solution without influencing the lesion. 

The patient conceived two months after her marriage and there seemed to 
be no doubt that the congestion of the tissues of the vulva, as a result of pregnancy, 
was a factor in increasing the spread of the disease. A local examination of the 
patient at this time (Sept., 1919) showed a marked lividity of the tissues of the 
vulva with a very moderate induration and edema of the subcutaneous structures. 
\bout the middle of the left labium majus there was a deep transverse scar, due 
to the cauterization. The right labium majus and adjoining surface of the thigh 
were covered by several irregular, superficial ulcers, which tended to coalesce and 
extend down the inner side of the right buttock toward the anus. The edges of the 
uleers were slightly undermined in places and were not especially firm, the base was 
yellowish and bled easily, and the raw surfaces were exceedingly sensitive to the 
slightest touch. 

The plan of treatment followed at first was extreme cleanliness and constant 
protection of the lesion from external irritation, and for a few days the lesion 
seemed to heal along the upper margins but continued to spread below. The 
patient was then taken to the operating room and the lesion excised, and the raw 
surface thoroughly ecauterized. This was done on October 10, 1919. A micro- 
scopic report on this tissue was:—‘‘Infected skin uleer with necrosis.’’ There 
was no improvement in the patient’s condition following this treatment and there- 


after for a period of one month the local treatment was carried out by means 
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of wet dressings of various solutions; such as boraeie acid, soda biearbonate. 
tincture of myrrh, hydrogen peroxide, Dakin’s solution, neosalvarsan loeally, and 
ointments of various kinds, without avail. The condition of the patient was 
pitiable and precarious, and the pain of the lesion was constant and most intense. 
She was receiving a grain or more of morphine sulphate daily, hypodermatiecally, 


and 5 per cent cocaine ointment was being applied to the uleers. The lesion 


eradually spread involving the lower portion of the vagina and nymphae, causing 
a slough of the perineum, extending across to the left buttock and around the 


Fig. 1 


left side of the anus. It was feared that the fetus would suecumb to the moi 
phine and codeine, and as even a dead fetus could be delivered with difficulty 
and considerable risk to the mother through a diseased vulva, it was decided to 
do a ceasarean section, November 7, 1919, four weeks before term, in the hope of 
saving the baby which seemed to be well developed at that time. This operation 
was done on that date and a male child weighing 6 Ibs. and % oz was extracted. 


The baby breathed spontaneously and seemed to be in every respect a normal 


infant, free from any evidence of congenital syphilis, The patient’s conval 
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eseence was normal despite an infected abdominal incision. The ulcers seemed to 
improve during the puerperium. During this time two x-ray treatments a week 
were given with the hope of stimulating the tissues to heal. After a preliminary 
improvement however, it was evident that no definite headway was being made and 
that the patient was really gradually losing ground. 

In January, 1920, a transfusion of 500 ¢c. of blood was given and a day or 
two later the entire ulcerating area was completely excised and the raw sur- 
faces closed with silkworm gut sutures. The result was apparently very successful, 
and the lesion appeared to be cured for a short time. It soon recurred, however, 
and spread rapidly, and in Mareh, 1920, another excision—more extensive than 
the preceding—was carried out, and a plastic operation to cover in the raw areas 
was done at the same time. This operation also appeared to be a success, the 
entire surface area was healed. In June 1920, however, immediately in the center 
of the transplanted area there was a small recurrence. This was promptly excised. 
Late in July the lesion broke out again. 

The pathologist’s report on the tissues removed follows:— 


‘*Specimen consists of excised vulvar ulcers and the subeutaneous tissues sur- 


rounding them. There is some ingrowth of epithelium into the bed of the ulcer, 
which is grayish red, and somewhat necrotic. The edges of the ulcers are not 
undermined and the surface epithelium grows down into the bed of the ulcer. 
Sections were taken from various portions of the ulcers, and all seemed to show 
the same pathological condition. 

‘*The stratified squamous epithelium of the skin, where it is intact, appears 
normal, containing both hair follicles and sebaceous glands. Following the sur- 
face of the skin area one suddenly comes upen an area of ulceration where the 
entire dermis is destroyed. ‘This is a healing ulcer as the floor is made up to quite 
a depth of well organized tissue, with cellular infiltration and proliferation of the 
blood spaces. The depth to which the uleeration has extended, as indicated by 
the lowest point at which the granulation tissue begins, is on the superficial 
perineal muscles. These muscles and the fatty and connective tissues around 
them are infiltrated especially around the blood spaces, with foci of small round 
cells and polymorphs. There is no extensive necrosis in the lesion at present. 
Sections stained with methylene blue have been made in an attempt to bring 
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out the nature of the bacteria within the ulceration. Only cocci are seen a 
these are probably staphylococci and streptococci of secondary infection. N 
specific organism has been found by the staining methods employed. The epitheliun 
of the ulcer edge shows only a slight tendency toward proliferation and ingrowth. 

‘*The failure of the epithelium to grow over the granulation tissue cannot be du 
to the poor blood supply, as these sections show the presence of numerous blood 
spaces. However, as a theoretical cause for the lack of healing power in the tissues 
one might suppose that a specific organism—if it is such—that causes such 
deep and widespread ulceration and loss of tissue, may well be able, when still 
present in the tissues to destroy the new tissue as it is formed, or at least t 
retard its normal repair; and that the granulation tissue having more resistance 
than the new growth of epithelium, proceeds at a more rapid pace, while t 
epithelial edge seems to be almost at a standstill.’’ 

Just after the operation while the excised tissue was still sterile, cultures were 


made aerobically and anaerobi 


‘ally by placing pieces of tissue in the media. A 


short chain nonhemolytie streptocoecus was grown in both the aerobie and anaerol 


media. These were obtained in pure culture. A dilution of 1 to 100 was m: 
in normal saline and 0.5 ¢.c. of this solution injected into the skin of a ouine 
pig and 0.2 ec. into the skin of a mouse. Both animals were alive and 

without any appearance of a lesion at the site of injection, a week later. The 


a dilution of 1 to 10 was made from the pure culture and 1 ¢.e. of this solut 

was injected into the skin of a guinea pig and 0.5 ¢.c. into the skin of a m«¢ 

The mouse died 24 hours and the guinea pig 72 hours, after the inject 

\utopsy revealed nothing in either case at the site of the injection or in oth 

organs. The culture died out before further injections were made. The opir 

of the bacteriologist is that these organisms are not in any way the specific cause 

ie lesion, but simply secondary contamination of the ulcerated areas. 

In September, 1920, smears and eultures were made from the surfaces 

ulcer by Dr. Thomas 8. Winslow. Practically a pure culture of proteus 

until about the first of May, 1921, when there was a recurrence. Cultures wer 

made and again the proteus was the predominating organism. At the suggest 

of Dr. Winslow a proteus vaccine was made and on the first of October t 

administration of this vaccine was begun, and was kept up at intervals ot 

t days, starting with a dose of 50,000,000 and increasing until the patient was 

eeiving 500,000,000 at each dose. This treatment was continued without int 

ruption for three months until the patient had received 30 doses of the vacen 
Within ten days after the beginning of the treatment the pain left the ulcers 

and they began to heal. In one month they had completely disappeared. T) 

improvement in the patient’s general health was also remarkable, with the 


1 


appearance of the local lesion anc’ the cessation in the administration of codeine and 
the use of cocaine ointments. The lesion remained healed from November, 192 
intil about the first of Mav, 1921, when there was a recurrence. Cultures we 


promptly made from the lesion by Dr. Winslow, who again obtained the pr 


but in combination with a bacillus lactis aerogenes and a fungus. 

\ vaccine of the proteus was made and again administered and the lesion 
which was showing 2 tendeney to spread, rapidly and promptly responded 
the administration of the vaecine, and in six weeks had entirely disappeared. Thi 
patient has, up to the present time remained free from any recurrence. 

The manner of development of the lesion was always the same—the patient 


would experience a burning sensation in an area of the vulva and within 24 hours 


a minu.e herpetic vesicle would appear at this point, gradually enlarging to 


about 1/16 or 1/8 of an ineh in diameter, and would then break down, leaving 


a small raw surface. The lesion all the time resembled a simple herpes. Afte: 
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the appearance of the ulceration the pain would become much more severe, and the 
patient would show distinct constitutional depression at this time. The ulcer 
would then gradually enlarge, and the epithelial tissue appear to slowly dissolve 
and melt away—the lesion growing always superficially and in a serpiginous man- 
ner. After a time there would be a tendency to healing in some areas but this 
was never complete. 

The proteus, in pure culture or in association with other organisms, 
in pathologie conditions has been isolated from time to time by various 
investigators since 1889. While this organism is ordinarily regarded 
as nonpathogenic there is ample evidence, according to Wenner and 
Rettger, to show that it may assume a pathogenic role, and thus oceupy 


a position analogous to the pyogenic micrococci. 
CONCLUSION 


There would seem to be no doubt that this case corresponds to the 
lesion first deseribed by Huguier in 1849. There would also seem to be 
no doubt that in this instanee the persistence of the lesion was due to 
the presence of the proteus bacillus, which through its toxines or in 
some other manner brought about a solution and destruction of the tis- 
sues, Which persisted despite all local medical and surgical measures 
until the proteus vaccine was administered. This brought about prompt 
relief from pain and the rapid healing of the raw surfaces. 
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A NEW SUTURE HOLDER FOR VAGINAL PLASTIC 
OPERATIONS* 


By HerMan Gran, MLD., FLALCUS.. New York Crry 


N plastic operations on the female genitalia or bladder it is essential to place 
| 1 large number of sutures in position before they are finally tied. The usual pro- 
cedure is to place the suture in position and with a clamp hold the free end of each 
individual stitch. If a large number of stitches are taken the number of clamps 
necessarily accumulates and cause considerable annoyance to the operator. Further 
more, the clamps become entangled with each other and there is loss of time in 
separating them when the sutures are finally to be tied. 

In trying to overcome this difficulty, I had several devices constructed for the 
purpose of holding the sutures apart before they are tied, and finally settled down 
to the use of the holder shown in the picture. As depicted here the suture holder 
has each stitch on a separate peg and thus the sutures are kept from becoming 


entangled with each other. 


*Presented at a Meeting of the New York Obstetrical Society, May 9, 1922 
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The device consists of two vertienl parallel bars attached to a horizontal bar 
upon which they slide. On the vertical bars are found small buttons, upon which the 
suture and clamp can be hung until the surgeon is ready to tie them. 

The picture is really self-explanatory. 

The contrivance has been used by me for the past two vears with a great deal of 
satisfaction, and I am sure that it has saved me a good deal of time in operations. 
It will aid the surgeon in plastic operations, as it helps to keep the sutures separated 


from each other, and the suture really remains where the surgeon places it, and 


Fig. 1 Grad suture holder in position, showing manner in which clamps and sutures are k« 
A from the operative field 


is readily available when he is ready to tie. The clamps holding the end of the suture 
are out of the field of operation at all times, which is a great advantage. 

Fig. 1 shows the suture holder in position and held by two towel clamps at 
either end of the horizontal bar. A sterile towel is firmly fastened over the anus, 
attached by a suture through the skin over the perineum. The various sutures, 4, 
B, C, D, and FEF, are kept apart by the buttons which are arranged in rows. The 


weight of the clamp on the free end of the suture holds it in place. 
The device may be procured from the Smith Bone Clamp Co., Watertown, N. Y. 
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X-RAY AND RADIUM IN CONSERVATIVE GYNECOLOGY 
By Arruur M.D., HALSTEAD, KANSAS 


From the Halstead Hospital 


T those surgeons who have lived through the terrible years of the 
wholesale castration of women, the present trend of the develop- 
ment of the actinic ray therapy must be regarded with a feeling akin 
to consternation. On one day I recently had three experiences which 
awakened my gravest apprehension. These were as follows: A patient 
came to me, a school teacher, age thirty-three, with the complaint of 
pain in the pelvis and flooding. A fibroid was diagnosticated by her 
surgeon and operation advised. She consulted a roentgenologist who 
assured her that he could relieve her of her trouble. Radium and x- 
ray were used. The hemorrhages ceased and the pelvie discomfort 
lessened and she was hopeful. The hemorrhages ceased altogether and 
she was apprehensive of a premature menopause. ‘Then came a series 
of nervous phenomena which she attributed to worry over the absence 
of her menses. The symptoms were typical of the castration menopause. 

She was followed by a woman in her early thirties who, following the 
eare of a sick parent, had a prolonged and painful menstruation. She 
consulted her physician who after the failure of simple remedies advised 
x-ray and radium. The’ metrorrhagia ceased and in three months the 
menses also ceased. She divined the import and consulted her physi- 
cian. Would the menses return? He did not know. She came to me 
with the same question. 1 did not have a better answer. Could any- 
thing be done in a surgical way to bring them back? Nothing. Her 
lamentations were pitiful. She had devoted her life to an ailing parent, 
whose death now made possible a long deferred marriage which now 
must remain childless. 

A patient, aged forty-five had had a pelvic tumor for some vears at- 
tended by an inereasing hemorrhage. Operation was advised but she 
was told she could be cured by radium. She was treated by one of our 
most competent radiologists. The hemorrhages ceased but the tumor 
filled the pelvis. She asked if there was any danger of the tumor be- 
coming cancerous. Nobody knows. I could not even be sure if it was 
a myoma, or an ovarian sarcoma, so snugly did it fill the pelvis. 

[ chanced to read the same day, an article written in 1872, an aecount 
of the then new treatment of myoma. It stated that by the removal 
of the ovaries the hemorrhages would cease and sometimes the tumor 
shrank. Then | read in the latest number of a well-known journal an 
article bearing the heading of this paper, by one of our most prominent 
gynecologists. It said that by means of radium we could make the 
hemorrhages stop, sometimes the tumor shrank, using the very same 
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words of the all too famous Massey (?). Neither article mentioned the 
suffering of the artificial menopause. 

If there is one operation in surgery now on a sound basis, it is the 
surgical treatment of myomas of the uterus. The mortality after 
hysterectomy for myomas is the mortality of complications. Many 
operators have had runs of a hundred or more eases without a death. 
A good operator, if he be not too lazy, can remove the tumor by con- 
servative myomectomy and preserve for his patient a menstruating 
organ. The uterus is more than a reproductive organ, it is also the 
balanee wheel of civilization. There is no zoological classification that 
has reserved a place for the castrated woman. No method of treatment 
that brings this state in its wake can have a place in modern thera- 
peuties. 

No procedure that does not give the surgeon an opportunity to de- 
termine the pathology of the tumor is sound surgical practice. Three 
or four per cent of myomas become malignant. The operator who has 
an operative mortality so high as this is not a good surgeon. He is 
doing things he ought not to do. It is argued that one should confine 
the radium treatment only to those patients whose myomas are uncom- 
plicated. Expert gynecologists with an extensive clinical experience 
cannot diagnosticate the various complications, to which myomas are 
liable, with infallibility. Even they find unsuspected changes in the 
tumors which are revealed only on section. Early sarcomatous degen- 
eration, hemorrhagic myomas and early carcinomas of the fundus are 
bevond the ken of physical examination. The x-ray operator, untu- 
tored in pathology, cannot hope to make the niceties of distinetion the 
selecting of the uncomplicated cases require. At best he can control 
but one symptom: hemorrhage. 

The effect of the rays on the tumor itself is problematic. Some 
shrinking sometimes occurs but complete disappearance is the exception. 
It is not uncommon to see sarcomas develop in myomas which have 
ceased to bleed because of the natural menopause and we are not sure 
but that the same thing may follow the amenorrhea due to radiation. 

[It is said the patient should be examined first by a competent gyne- 
ecologist in order to determine if the myoma is complicated. Such an 
arrangement, like the purification of polities, is,'in the language of a 
famous Kansan, an irridescent dream. Roentgenologists as a class are 
a *‘cocky’’ lot and seldom require consultation. This is the natural men- 
tal attitude of the specialist in a narrow field and roentgenologists can 
escape it only by broadening the field of their knowledge. Experience 
already has proved that they as a rule, do not inquire further than to 
know that the patient bleeds, a symptom they are able to control. 

Even more undesirable is the use of radiation in the metrorrhagia 
of adolescence. In these patients the nervous disturbances from the 
loss of ovarian function is most severe. It is only slightly less so in 
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mature nonparous women. These cases can be managed by less radical 
means. We now know that the majority of these are endocrine dis- 
orders and are amenable to other treatment. Sterilization is never 
warranted. 

If we cannot trust the competent roentgenologist to properly select 
the cases, and trained gynecologists realize full well they are not able 
to do so, what shall we say of those possessed of radium who are neither 
trained radiologists nor surgeons? It is not right to condemn a 
method because it has fallen into hands wholly incompetent to even 
approximately select the cases most suitable to its use. Nevertheless, 
patients are being treated by such as these. Many of the unfortunate 
patients | have seen have been dealt with by men the best of their 
class. We cannot expect more of the incompetent. Yet the incompe- 
tent cite the opinion of prominent gynecologists as a warrant for treat- 
ing these patients with radium. 

We now know that when a uterus bleeds abnormally we can find out 
why it bleeds. No man ean tell by physical examination alone why it 
does so. When the cause has been found it may be gently removed and 
sent to the laboratory and there studied in its ultimate detail. It is 
only by pursuing this method of study that we may hope to advance and 
permit the rising generation of surgeons to maintain the present level 
of efficiency. If we treat bleeding uteri by radium the next generation 
of gynecologists, like the roentgenologists, will know only two kinds of 
uteri—those that bleed and those that do not. The elinieal diagnosis 
of uterine hemorrhages, like the clinical diagnosis of syphilis, will go 
into the discard. We will become a profession of vulva inspectors just 
as we are in danger of becoming one of Wassermann readers. 

The management of myomas is one of the most brilliant achievements 
of surgery and all this knowledge should not be cast into the discard 
because it has been discovered that hemorrhage may be stopped by ra- 
dium. It does not cure the disease, it but controls one of its most ob- 
vious symptoms. The surgical management of myomas is based on 
sound knowledge of pathology and the results are guaranteed by a vast 
clinical experience. 

The use of actinic rays is not a proper treatment of myoma. It con- 
trols one symptom only. We know nothing of the ultimate fate of the 
tumor left behind. The Massey method of castration was unsatisfactory 
and the profession labored for fifty years to get away from it. Let 
the rising profession take this word from one who has lived through one 
period of promiscuous castration; there is nothing more pitiable than 
the castrated female who does not understand the cause of her multi- 
tudinous complaints; nothing more heart rending than the sufferer who 
understands the cause and appreciates its meaning; and nothing more 
damnable in the eye of the surgeon who has been through it all and 
knows it is all wholly unnecessary. In the language of Olshausen, ‘‘I 
have seen enough.’’ 


Society Transactions 


AMERICAN GYNECOLOGICAL SOCIETY 
FORTY-SEVENTH ANNUAL MEETING 
WASHINGTON, D. C., MAY 1, 2, 3, 1922 


GEORGE GRAY Warp, JR., PRESIDENT: ARTHUR H. CurRTIS, SECRETARY 


Dr. FRANKLIN H. Martin of Chicago, Ill., read a paper entitled Fur- 
ther Progress in the Study of Ovarian Transplantation. 


According to Bell, the chief indication for transplantation is a serious pelvis 
infection, particularly that due to the gonococeus. In 98 eases only five grafts 
were made in the absence of pelvie infection. The operation is contraindicated 
in women over 42, in women sexually inactive, and in all cases in which conservation 
is possible. It should be looked upon as a measure of necessity, which can never 
be weighed in the balance against the preservation of the natural connections of 
the normal ovary. 


In 230 grafts performed | 


vy Tuffier, the object of transplantation was: (1) to 
eonserve or reestablish the physiological state and menstruation after removal of 
the ovaries and the tubes when the uterus has been preserved. (2) To ameliorate 
the symptoms due to complications follewing the removal of the uterus and of the 
ovaries. Sixty of the transplantations were performed after total or supravaginal 
hysterectomy, 156 after odphorectomy with total conservation of the uterus, and 
tour after odphorectomy and subtotal hysterectomy. Four patients of the 230, or 
1.8 per cent, died from abdominal infection due to the original disease. 

If the uterus is not removed, ovarian transplantation may retain the utero 
ovarian harmony for a time, but Graves has come to the conclusion that the uterus 
should be extirpated when both ovaries have been removed as an isolated uterus 
is likely to cause trouble which implantation of the ovaries cannot obviate. Unter- 
berger states that the climacteric appears earlier than normal in cases in which 
the ovaries have been transplanted, but the menopause occurs more normally than 
in eases of operative castration. The experience of Graves, Tuffier, Bailey and 
Chalfont indicate that the retention of ovarian tissue in situ or by transplantation 
after removal of the uterus, is of little physiologic value. 

Bell makes the following statements regarding site and technic: a) All grafts 
in the human subject must be autoplastic. (b) After the ovaries have been re- 
moved the ovarian tissue from which the graft is eut should be dropped to the 
bottom of the pouch of Douglas, where it will be kept warm and moist until the 
end of the operation when it is required for grafting. (¢c) When possible, healthy 
ovarian tissue, which may include all the elements of the organ should be used. 
This should be eriss-crossed with a sharp knife into adherent fragments, after the 
densest tunica albuginea has been removed,’'to favor rapid vascularization of the 
erafted tissue. (d) The graft, provided there is no suppurative infection of the 
ovary, may be placed in the rectus muscle before the laparotomy wound is closed. 


[ have also implanted the graft in the uterus or what was left of the organ. It is 
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most important that the graft should be placed in a vascular site, yet it should 
not be surrounded with blood. Too much care cannot be taken in placing the graft 
among the muscle fibers. (e) If the ovaries are badly infected and more or less 
completely converted into the walls of abscess cavities, whatever tissue can be 
removed should be implanted in the internal oblique muscles alongside the drain- 
age tube, which in such circumstances is passed through a stab wound well away 
trom the central incision into the pelvis. I have, however, never seen an infected 
graft slough. Moreover in several such cases, menstruation has subsequently oe- 
curred. 

Out of 10 intraepiploic autograits, 8 cases were followed and menstruation had 
cecurred in ali (Mauelaire). Unterberger reports successful results in 19 eases, 
menstruation appearing from two to seven months after the operation and being 
prolonged for five years in the younger women. The following conelusions are 
reached by Unterberger: (a) The ovaries can be very reliably grafted by auto- 
plastie procedures, in the human female. (b) Fragmentary transplantation fur- 
nishes better results than transplantation of the whole ovary. As the site of 
transplantation in laparotomy cases, the anterior abdominal wall between the 
rectus and the anterior sheath of the rectus is reeommended. (b) Even up to the 


end of five years aiter autoplastie transplantation, regular menstrual periods are 


observed. €) Autoplastie grafting is indicated: 1) in the presence ot benign 
bilateral ovarian tumors; (2) in grave bilateral disease or suppuration of the ad- 
heNa. 


The question of inheritance in the case of the homograit is still open, as is also 
the question as to whether blood from the donor should be injected into the donee 
as a preliminary to the operation. Out of five cases of intraepiploic homografts, 
two had been followed and the results seemed permanent (Mauelaire). Schickele 
reports successful results in a case in which a human ovary was grafted to either 
side of the broad ligament. Unterberger believes that homoplastie operations are 
indicated only in the presence of atrophy or infantilism of the genitals with pres- 
ervation of the ovaries of the recipient. Cramer in seven homoplasti¢ cases reports 
that the menses were reestablished in three, severe menopausal symptoms disap- 
peared in two eases, while in two cases of castration results were negative be- 
cause of anaphylaxis. Homogratt alone was performed by Tuffier in 20 cases. In 
six eases, homografts and autografts were combined. 

Graves maintains that the uteroovarian harmony may be restored by hetero- 
plastic transplantation, but this operation has not been universally successful, as 
heteroplastie grafts do not always take into account the physiologic antagonism of 
blood and tissue that exists between different individuals and different species. 

Of 75 cases in which the ovary was transplanted with preservation of the uterus 
und in whieh from four months to twelve vears have yollowed the operation, 
menstruation has been regular in 56 (76.71 per cent). The voungest patient was 
1S and the oldest 41 years of age. The ages of the other patients ranged from 
1S to 40 years. Menstruation usually returns five to seven months after the 
transplantation, if it appears earlier, it is due, Tuffier believes, to a section of 
ovary left at operation. 

After finding invaginations of the epithelial laver and cells closely resembling 
odeytes, Athias has coneluded that in ovarian transplantation an ovular neoforma- 
tion can be produced at the cost of invagination of the superficial epithelium. 
Long and Evans iound no actual evidence of a true ovulation, but there was an 
apparent rhythmie production of corpora lutea from unbroken follicles, as corpora 
lutea of several ages were demonstrated in sections. 


My first report was made in 1903; my seeond report in 1908; my third in 1911; 
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my fourth in 1915; my fifth in 1917. As in this, my sixth report, I attempted 
each time to bring the literature up to date, and to furnish a complete bibliog 
raphy. As more evidence is accumulated trom the literature, the claims of the 
earlier enthusiasts seem to become less and less,substantial. The one most hope- 
ful feature I am able to glean from the mass of more or less loosely recorded 
evidence is that the elinical records dealing with transplantation in the human 
show that while autotransplants give some evidence of success, homotransplants 
and heterotransplants give practically none at all. On the other hand, definite 
evidence of suceess is recorded as the result of earetuliy eondueted experiments 
on animals in whieh matters of selection of appropriate material and proper 
technie are more controllable than in dealing with the human. May we hope that 
this fact and a more careful study ot the subject from a scientifie and experi 
mental standpoint will reverse the unsatisfactory showing? 

The opinions expressed in the writings on this subject in 1918, 1919, 1920 and 
1921, may be summarized as follows: 

1. Clinieally, there is very little to encourage one to believe that transplanta- 
tion ot ovaries as practiced up to the present time has more than speculative value 
as a surgical procedure. 

°. There is evidence that autotransplants are of some value in deferring the 
symptoms ot the menopause and delaying the cessation of menstruation. It is 
difficult, however, not to attribute some of this evidence to suggestive therapeu- 
tics or to unattached ovarian tissue left in situ. 

3. There is practically no convincing evidence that homotransplants have been 
successful in the human female. 

t, There is no evidence that a heterotransplant has been successful where the 
human female has been the recipient. 

5. There is some encouraging evidence recorded in experimental animal surgery 
that not only autotransplants, but homotransplants and even heterotransplants 
have been successful and the sexual funetion of the castrated animal maintained. 

6. The technie followed by the various operators on human females in too 
many instances seems unsurgical and too often is incompletely and loosely re 
eorded, leaving the reader with the impression that the conclusions derived from 
such work must be unreliable. 

7. There is, however, encouraging evidence in all of this endeavor to lead on 
to hope that the subject will be pursved experimentally, especially for the pu 
+ 


pose or 


vising a rational and simple technic, based on the work of the serol- 


ists, the endoerinologists, the hemotologists, and the elinical surgeon. 
DISCUSSION 


DR. C. JEFF MILLER, New Or eans, LoviIstaNa.—About ten years ago I pub 
lished a report of 20 cases of ovarian transplantation, which I was able to follow 
in a general way, having a fairly good record of about 15 cases. As Dr. Martin 
has said, the results have been somewhat disappointing, especially in view of the 
fact that ovarian grafts can be so readily transplanted. It has been found that in 
about 70 per cent of the cases, grafts will grow promptly, and usually at the end 
of about four months, menstruation will be reestablished. The period of four months 
is so usual, that I suspect that a piece of the ovary has been left at the normal site, 
if menstruation returns under that time. 

The leneth of time t 


iat menstruation will continue after a transplantation is 
vers uncertain. In three of the above mentioned ceases, menstruation continued 
for six months, then stopped suddenly, and never recurred again. The longest case 


in mv series continued to menstruate normally for eight vears. 
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The fate of ovarian grafts that do not function is definitely determined. They 
are gradually absorbed and practically disappear. In some cases, however, they 
undergo cystic changes. Three years ago I removed a graft, which had been in 
place for one year. A eyst had developed, which contained three ounces of fluid, 
vas very sensitive on pressure, and caused the patient considerable trouble. One 
interesting feature was that she developed a metrorrhagia, which continued from 
time to time until the graft was removed. 

The location of the graft is of some importance. It was formerly thought es- 
sential to place it in contact with peritoneum, but this is no longer found necessary. 
The easiest method is simply to slip segments of the ovary into pockets in the rectus 
muscle, as the abdominal incision is being closed. It is necessary that the field be 
made perfeetly dry, otherwise oozing and blood clots may cause destruction of the 
graft. It does not appear to make any particular difference whether the part of 
tle ovary used is normal or slightly sclerotic, as I have used portions of an ovary 
in various stages of cystic and sclerotic changes, and found that the graft grew and 
functioned as promptly as portions of the normal ovary. 

[ have found that it is necessary to use as much as one-third of the ovary. 
Tuttier, who has had unusual experience in ovarian grafting, insists that less than 
one-third of the ovary will not function as desired. However, I have frequently 
used less than this amount, and delayed an artificial menopause for a time, which 
was a distinct advantage to the patient. The age of the patient is also important. 
In three of my cases, the patients were slightly over 40 years of age, and in none 
of these was menstruation reestablished. I find that this has also been the experi- 
ence of Tuffier, who states that in 26 cases over forty years of age, grafts did not 
function, and none of his series menstruated. I concur in his belief, that it is useless 
to try transplantation after the fortieth year of age. This is one point in connection 
with ovarian grafting, which I wish to especially emphasize. 

We have all had the annoying experience of leaving ovaries when dealing with 
pelvic infections and the patients complained of severe dysmenorrhea afterward. 
[ have never noted dysmenorrhea in one of these eases, where menstruation was 
reestablished after ovarian transplantation. As a rule, they menstruate regularly, 
but the flow is frequently less than the normal amount. 

The ease with which transplantation can be accomplished, should prompt us to 
bear it in mind, when it becomes necessary to sacrifice ovaries, for even though it 
preserves menstruation for a limited time, it often prevents a sudden menopause, 


with its annoying phenomena. 


DR, ARTHUR H. CURTIS, Cuicaco.—Twelve years ago Dr. George Dick and 
[ transplanted ovaries, using both homotransplants and autotransplants, in some 
fifty odd rabbits. We were able to obtain satisfactory transplants in only three 
instances, and one of these was doubtful. We early got the impression that this 
work was unsatisfactory; hence Dr. Watkins and I have never given it a thorough 
trial on our patients. We are, however, much interested in the results obtained by 
Dr. Miller thus far. 


DR. J. WESLEY BOVEE, Wasiincton, D. C.—My interest in this subject had 
been flagging in the last few years until Bell came to this country and showed me 
his method of implanting a portion of the ovary into the left rectus muscle. I 
saw at onee that this was quite different from the method I had been pursuing 
previously. He takes a very thin section of the ovary from very near the hilum, 
and by gridiron incisions, he cuts nearly through the thickness of the structure 
with each stroke. This he feels increases tlie probability of an early vasculariza- 
tion and therefore minimizes the percentage of sloughs. I must say, in every 


nstanee since then I have followed this plan, about twelve times. I have seen no 
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symptom that could be directed toward the point of the graft in the left rectus 


muscle. 


DR. HERMANN J. BOLDT, New York Ciry.—I would like to ask Dr. Martin 
what he thinks of the case reported by Dr. Robert T. Morris, in which he trans- 
planted a portion of an ovary from one patient to another, the first patient having 
had the ovaries removed, and menstruation having ceased for a long time, 2 years, 
I believe, and that patient subsequently became pregnant. That instance has been 
a mystery to me. I have to take Dr. Morris’ word for his results, but I do know 
positively that the operation was done, because it was performed in my presenes 
and my patient furnished the part of the ovary. The history of his patient was 
placed at my disposal in the hospital. Dr. Morris asked me subsequently to try 
get the woman from whom the transplant was taken to come back and see if th 


child resembled her. The transplant was made in the broad ligament. 


DR. MARTIN.—You say that the patient receiving the transplant had not met 


struated for a considerable time. 
DR. BOLDT.—Yes. 


DR. MARTIN (elosing).--I have nothing further to sav. I certainly eam 


answer the question of Dr. Boldt, and T have no theory to propose in regard te t 


Dr. JOHN Osporn Poutak, of Brooklyn, N. Y.. read a paper entitled 
What Is the Relation of Hypertension to Fibroid Disease of the 
Uterus? (lor original article see p. 227. 


DISCUSSION 


DR. J. WESLEY BOVEE, Wasuincron, D. C.—Blood pressure change is 
to so many etiologic factors that Il have long since coneluded I was not compete nt 
to trace its origin, and I can only take it from a practical standpoint. We knov 
that there are many eases, like endocrine dysfunetion, enlarged thyroid, which 


fluence very markedly blood pressure. 


[ do not know just what Dr. Polak means by blood pressure, whether he means 


systolic blood pressure, diastolic pressure, or pulse pressure. Here in Washinet 
we have been paying attention to all three, systolic, diastolic and pulse pressure, a 
[ assume from his heures that Dr. Polak has been sp akine ot the systolic bloo 


pressure. 

The menopause seems to be very common ly associated with elevated blood pres 
sure. In a good many cases of tibroid tumors of the uterus [ have failed to com 
to the conclusion that there was anv relation between blood pressure and the pres 
enee of the fibroid tumor. I think there might be in large fibroid tumors an inereas 
in blood pressure, but I am not even convineed that such is the ease. In rece 
vears we have had such a falling off in the number of eases of large fibroids, that 
our study in that direction is incomplete. 

There is one special feature brought up that is interesting to me, and that is 
the effect of radium on the blood pressure in the treatment of these fibroid tumors. 
It should make us hesitate to apply radium in the treatment of fibroid tumors 
t 


ie uterus that are associated with high blood pressure. 


DR. CURTIS F. BURNAM, Battimore, am mueh interested i 
what Dr. Polak has had to say about high blood pressure in relation to uterin 


fibroids. It is an old story, dating baek to the early days of e@yneeology, that 
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uterie fibroid is associated with heart disease. This belief long antedated our 
modern c¢linieal methods of determining high blood pressure. 

Has Dr. Polak compared nonfibroid cases of the same age with fibroid cases in 
reference to high blood pressure? Men, as well as women, will show on the average 
with each decade, increased blood pressures. This is recognized by all the in- 
surance companies in considering applicants for insurance. I have repeatedly been 
consulted as to the advisability of producing an artificial menopause in cases of 
high blood pressure. These patients usually show much higher blood pressure during 
the menstrual periods than at other times, and it was felt that if the menopause 
could be produced they would be relieved of these exacerbations. Perhaps a dozen 
patients treated yielded no result in the way of reduction of blood pressure and we, 
therefore, have discontinued the treatment. 

Idiopathie high blood pressure is often independent of kidney diseases. It 
is usually assumed to be due to a selerosis of the terminal arterioles. This may be 
the case in the terminal stages of high blood pressure, but certainly cannot be the 
case in the early stages. Heavy radiation through the abdomen or through the 
back directly on the adrenals will produce a fall in the high blood pressure case, 
Which may persist for several weeks, but which I do not believe is of any permanent 
benefit. 

Dr. Samuel Crowe has recently been doing some very interesting work on the 
implantation of radium emanation points in the adrenals of dogs, and in these 
cases, where there is extensive destruction of adrenal tissue, there is invariably a 


great fall in the blood pressure. 


DR. CURTIS.—How long did vou follow the blood pressure in these eases after 


radiation ? 
DR. BURNAM.—For several montlis. 


DR. HOWARD A. KELLY, Batrimore, these days of errant 
Conan Doyles and the calling up of spirits, it is refreshing to call up those good 
old spirits, Sehroeder and Hotmeier of the eighties. The latter had the notion that 
tibroid tumors of the uterus were iutimately associated with high blood pressure and 
with degenerative changes in the heart, and that this accounted for sundry deaths 
in the more advanced fibroid cases following operation. On the other hand, by an 
easy logical process it was urged that earlier operations on these cases ought to be 
performed to avoid such sequelae. On purely clinieal grounds I have never been 
able to determine that fibroid tumors had any relation to blood pressure or heart 
disease. One of the assumptions naturally was that large fibroid tumors would so 
press on the lower abdominal vessels as to interfere with the circulation and back 
the blood up in the heart, in that way acting as a mechanical positive factor in 
raising pressure. This was, therefore, one of the reasons for urging early operation 
on these tumors. 

| wish Dr. Polak had followed the radium cases for a longer period. Radium 
causes great thickening of the arterial coats in the tissue radiated, and that suggests 

reaction for a time, at least, on part of the vaseular system at large. However, 
after several months one might well expect a return to the normal. After all, this 


elevation of blood pressure was but moderate, and not within the danger zone. 


DR, POLAK (closing).—In reference to Dr. Povée’s remarks on blood pressure, I 
would say we took the pulse pressure of all of these cases, both at rest and after 
exercise. We did not bring this point out in the charts because it made the charts 
too complicated. With reference to the clinical value of systolic, diastolic and pulse 
pressures, we have learned to accept the pulse pressure as the real index of the 


cardiae musele streneth, of course exeluding aortic regurgitation, where we get such 
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a tremendous pulse pressure. The point Dr. Burnam made that many of thes 
cases will not stand metabolic readings is well taken, for our study of the eardia 
ar ré functions fails to explain these high pressures. We have shown th 
incidence of age and kidney complications, not as a cause of blood pressure, but 
as al neidenee in the bloo pressure study 

Many of these cases fall in e class what is termed ‘*‘ essential hypertension 
This we do not understand, te sts do not seem to know much more about 
The average internist talks a good deal about it, but when you ask him what he is 
going to do for essential hypertension, he sin Iv savs it is vpertension, and t 
1S final. 

In regard to the effect of , | will sav to Dr. Welly that there was 01 
patient who presented a pressure of 160, Radium was given after more or less 
continuous uterine hemorrhage, and three weeks after she left the hospital, her 
pressure was 250. She then had a hemorrhage into the retina, and the optie nerve 
was destroyed. This rise was much greater than in any of the cases where operatioi 
had been done. I will admit, however, that this patient was selected for radium bi 
eause she had high blood pressure, cardiac disease and some evidence of diseasi 


of the kidnev. 


Dr. JoHn G. CLark, Philadelphia, Pennsylvania, read a paper entitled 
A Comparative Study of Two Series of Gall Bladder Lesions, of 
which the following is an abstract. 


At a previous meeting of the American Gynecological tv I reported a seri 


of 159 eases o 


cholelithiasis. In this series the propomfon of cholecystostomies t 
cholecystectomies was in the approximate ration of two to one. Since then 159 add 
tional cases have been operated upon, and the relationship between these operations 
has been almost exactly reversed. One might aecredit this revolution to a national 
change in surgical modes. As we analyzed our unsatisfactory results in this first 
series, the errors were ascribed to two sources, first, a failure to remove a number ot 
irretrievably diseased gall bladders, and second, to the postoperative sequelae, whic 
may result from adhesions around the tract of any intraperitoneal drain. U 
questionably too, we were influenced by the misleading thought that a cholecystostom, 
was a less perilous, and therefore, a more conservative operation so far as immediati 
mortality was concerned. In the development of the technic of cholecystectomy this 
assumption has proven erroneous, for it is actually less dangerous and certainly is 
followed by a better immediate convalescence. 

In this series of 159 cases, there were 6 deaths: one from cholemia due to ™ 
extensive destruction of the pancreas, the second from cholemia in a ease of an 
associated operation for a large inearcerated umbilical lernia in a very stout 
patient, and a third from cholangitis and pancreatitis, in which a stone was im- 
bedded in the pancreas and was not found until autopsy. The fourth was from 
gradual failure in an advaneed case of pancreatitis induced by cholelithiasis, the 
fifth from peritonitis in an associated hysterectomy for chronic metritis, and the 
sixth from a subphrenie abscess due to leakage of the drainage tube. In four of 
these cases, death was due to the hopelessly destructive results incident to a long 
standing cholelithiasis, an irreducible minimum as designated by Richardson. The 
other two fatalities may be considered as of the preventable type. There were 11S 
cholecystostomies and 41 cholecystectomies in this first series. There were 4 post- 
operative fatalities among the 118 cholecystostomies, including the combined opera- 
tions, and 2 among the 41 cholecystectomies. As the result’/of our follow-up letters 


and through personal consultations we were able to trace 85 per cent of thes« 
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patients. Among these 118 cholecystostomies, of which 95 were traced, there were 
64 complete cures; 6 were markedly improved, 11 slightly benefited, and 12 were 
in no way helped. Of the unimproved cases, 7 were subsequently subjected to 
cholecystectomies, and 2 were reoperated upon for adhesions in the upper abdomen. 
There were 41 cases in which cholecystectomy was performed with the following 
results; not traced, 4; surgical deaths, 2; cured, 21; marked improvement, 2; im- 
proved, 6; and no improvement, 5. The postoperative complications in the chole- 
cystectomized patients were less in evidence and the patients were far more com- 
fortable than were those in whom biliary drainage was maintained for ten days. 
This was manifestly due to the fact that at most only a small cigarette rubber 
drain was employed and this was usually carried through a peritonealized channel 
in the grove of the liver to the site of the cystic excision. Furthermore, the interest 
of the patient is better fostered by a more frequent resort to cholecystectomy. 

In the second series of cases there were 10S cholecystectomies and 51 chole- 
cystostomies, a reversal of the previous ratio of two to one. There were 5 deaths 
among the entire number, all among the cholecystectomies. The first occurred in 
an aged woman with a chronically inflamed and greatly shrunken gall bladder, with 
adjacent adhesions causing an obstruction of the pylorus. On removing the gal! 
bladder it was found to be malignant. A posterior gastroenterostomy was per- 
formed for the temporary relief of the pyloric obstruction. Death followed within 
a few days from an obstructive jaundice and cholemia. ‘The second occurred in a 
frail woman, a bed-ridden invalid fer more than a year. The gall bladder was 
the seat of a chronic cholecystitis of an interstitial type, and it was also much 
shrunken, but the operation was very easy and uncomplicated. One hemorrhoid 
was ligated and excised. Death oceurred on the fifth day from pneumonia. The 
third death occurred in a patient upon whom a cholecystectomy had been per- 
formed for cholelithiasis and chronie appendicitis. A day before the expected 
discharge of the patient from the hospital after an uncomplicated convalescence, 
the lethal exitus came from a pulmonary embolus. The fourth fatality was caused 
by peritonitis after an operation for a simple dermoid eyst with coincidence chole- 
lithiasis. At autopsy the common gall duct was found to be dilated and contained 
a eonsiderable accumulation of fine sand, which, however, did not block the channel. 
The pathologist was unable to ascertain the source of the peritoneal invasion, The 
fifth patient succumbed on the eighth. day after an uncomplicated hysterectomy 
for a myoma and a cholecystectomy. During the immediate convalescence there 
was no sign of danger. The temperature and pulse tracings ran a very satisfactory 
course until the eighth day when the patient was seized with severe pain in the 
splenie area and died within six hours. Upon autopsy the general peritoneal cavity 
was found free from evidences of peritonitis and death had oceurred from the 
rupture of a subsplenie abscess. The surgical fields were quite normal. Sections 
of the spleen showed it to be the seat of an extensive chronic splenitis. As to the 
source of this infection, the pathologist could offer no explanation. 

Comparing the two series, the wound infection was 8.2 per cent in the 
first series, dropping to 4.4 per cent in the second. Phlebitis was 2.5 per cent in 
the first, and 2.2 per cent in the second. The results in the second series excel those 
of the first. As to positive cures of the entire series, the results are about the same. 
When it comes to the relative difference between the qualified improvements and 
the unimproved, our statisties are distinctly in favor of the cholecystectomized 
patient. In other words, it would appear that the total removal of the gall bladder 
might be extended to still a larger percentage of cases. 


One may summarize the outstanding points in favor of cholecystectomy as fol- 
lows: The postoperative convalescence is decidedly better, the percentage of cures 


is larger, the mortality is less, and surgical complications are in the minority. 


| 
q 


304 THE AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 

Against these advantages may be eredited as a danger, the fact that should serious 
symptoms arise in the cholecystectomized patient which demand a subsequent opera- 
tion the opportunity for surgical alleviation is endangered through the absence 
of the gall bladder. Such operations are more difficult and dangerous, for anatomic 
orientation is greatly obscured. However, the possibility of a subsequent operation 
is minimized by the superior results following the removal of the gall bladdez 
when its mucous membrane or mural integrity has been seriously impaired. Such 
gall bladders under the best of drainage do not tend to spontaneous repair, but 
frequently the same distressing trend of symptoms recur when the biliary fistula 


closes. Less drainage and more ideal operations when the gall bladder is intact, 


and more cholecystectomies and fewer cholecystostomies when it is diseased would 
stand out as guiding principles if our observations have been correct. 


to subject a patient to an operation for a gall bladder lesion in 


The decision 
the presence of some major or minor abdominal or gynecologic ailment must be 


arrived at only after a rigid weighing of clinical facts, such as the condition of 


the patient to withstand the additional risk and the actual danger to the patient 


without immediate intervention. In the presence of two lesions it may be wise to 
abandon the gynecologie procedure in favor of the biliary trouble when it is the 
dominant one. While from the mere seanning of our tables it would appear that 
these combined operations carry a higher mortality danger, the analysis of results 
does not sustain this criticism, for in three instances the second operation was too 
trivial to bear lethal weight in the outeome. In one there was a simple appendectomy, 
in a second a small hemorrhoid was ligated and quickly removed, while in a third 
a small dermoid was excised. The primary mortality danger should always stand as 
a signal barrier to a second operation if it seems to increase the hazards; on the 


other hand, to send a nervous or 


apprehensive woman from the surgical table with 
the prospect of a second ordeal facing her is like suspending the sword of Damocles 
over her head. However, in these crucial decisions a safe dictum is, ‘‘in ease of 


doubt, defer the second operation to a more propitious time.’’ 


DISCUSSION 
DR. REUBEN PETERSON, ANN ArBor, MiciIGAn.—I have looked up my statis- 


tics, but did not have time to find out the end results of the cases. 

[ find that, so far as operations for gall-stones are concerned my practice is 
quite like Dr. Clark’s. Since 1914, when I reported 1066 cases of gall-stones found 
during abdominal operations, there were 155 cases of gall-stones present and 57 of 
these cases were operated on; there were 55 cholecystotomies but only 2 cholecystec- 
tomies. 

Since 1914 I find that I have been following the trend of surgical opinion and 
have removed the gall-bladder more frequently. Since 1914 there have been 954 
eases where the abdomen has been opened and the gall-bladder palpated, and of 
this number there were 81 cases in which gall-stones were found; 36 out of the 81 
cases were operated upon. There were 24 cholecystotomies and 12 cholecystectomies, 
showing that we have been removing the gall-bladder much more frequently than we 
did in the first series. It must be remembered that my operative material is almost 
entirely gynecologic and that gall-bladder disease or gall-stones is not the primary 
disease. 

It may interest you to know that of 2000 cases, where the gall-bladder was 
palpated in the presence of pelvic disease 10.8 per cent showed gall-stones. It 
shows the gynecologist must be prepared to deal with gall-stones when he opens the 
abdomen for the purpose of dealing with other disease. 

It seems to me, that Dr. Clark is entirely right when he says that the post- 
operative course of patients who have had cholecystectomies performed is much 


— 
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better than where the gall-bladder has been drained. Of course, he speaks of the 
old days when we were afraid of peritonitis resulting from such drainage. We 
stitched the gall-bladder to the peritoneum and not infrequently symptoms would 
result, but those days have gone by, and when a tube is used now, the gall-bladder 
is dropped back into its original position. However, generally it may be stated 
that patients have a much better convalescence where the gall-bladder is removed, 
and their convalescence is but slightly if any prolonged. 

I must say I am becoming more and more conservative about combined opera- 
tions. There is a tendency on the part of our younger men to remove the gall- 
bladder after the pelvic disease has been cared for. That is a perfectly natural 
tendency because they want the experience, but personally I am becoming more and 


more conservative in this regard. I remember once taking out a kidney through a 
posterior incision in which the peritoneum was exposed, and bulging through the 
peritoncum was a large gall-bladder filled with stones. My assistant be- 
came very much excited and said, ‘‘Of course, vou are going to remove these gall- 
stones?’’ I said to him, ‘‘Considering the condition of this patient, the gall-bladder 
looks very well where it is; we will let well enough alone.’’ And that is my position 
at the present time. We want to do everything for the patient, but we are very 
conservative, and want to be sure that the additional operation on the gall-bladder 
will not endanger her life. 


DR. JOSEPH BRETTAUER, New Yorx.—While Dr. Clark’s paper is 
extremely interesting, I do not intend to discuss it, but want to express my surprise 
at the possibility of reporting a series of 159 cases of gall-bladder disease, admitted 
during a comparatively short space of time to a gynecological department. No 
further discussion as to the competency of gynecologists to perform this operation 
is necessary, because a thorough surgical training is one of the prerequisites for 
gynecological operative work. The case mentioned in which a densely adherent der- 
moid cyst and the gall-bladder were removed at the same time is one about which 
opinion will differ regarding the propriety of such a procedure. I, for one, wouid 
consider the removal of an adherent dermoid cyst a sufficiently serious interference 


for one occasion. 


DR. THOMAS J. WATKINS, Cricaco.—The preoperative history of gall-stones 
in gynecologic cases is always important, if positive. A negative history of gall- 
bladder infection is not of much use as the negative cases after operation almost 
always recall a gall-bladder history. 

The postoperative symptoms, in my experience, are not much more after drainage 
than after excision of the gall-bladder. If one inserts a small rubber tube, carefully 
inverts the gall-bladder, and drops it into the abdomen, using dry catgut as a purse- 
string suture, there is very little disturbance from drainage. The drain is allowed 
to come away between the first and second week; the suture holding it is cut and 
the tube allowed to escape as soon as it becomes loosened. With this treatment, 
the cases with gall-bladder drainage generally are not delayed in the hospital. 

Dr. Parham, of New Orleans, in a recent editorial in Surgery, Gynecology and 
Obstetrics, admirably stated the reasons why the gall-bladder should not be excised 
except for cause. I entirely concur in what he said. The gall-bladder is often 
wrongly alluded to as a useless organ. The gall-bladder never atrophies except as 
a result of disease. If it were a useless organ, it would atrophy as a result of ab- 
sence of function. 


DR. 8. M. D. CLARK, NEw ORLEANS, LOUISIANA.—I notice that there is a ten- 
dency among gynecologists to speak of the gall-bladder with a certain deyree of 
apology, as though they were infringing upon a territory to which they had no right. 
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Inasmuch as Marion Sims and Lawson Tate were pioneers in this work, it seems to 


me, that by right ot priority there is no need ot apnoloev. No one should do ab- 


dominal work unless he is in a position to competently dispatch any disease of the 
bile passages. Latterly cholecystectomy has greatly predominated cholecystotomy, 
and now the question of drainage after cholecystectomy is under active discussion. 
I would like to ask Dr. Clark what is his custom in the matter of drainage. In 
some cases wherein I did not drain there was a dark colored fluid that oozed from 
the wound on about the eighth or tenth day and I felt that had I left in a small 


rubber dam drain that this would not have occurred. 


DR. RICHARD R. SMITH, Granp Rapips, Micutcan.—I believe the time has 


come if it did not lone since arrive, when we should divoree our gall-bladder 
surgery from pelvic surgery. I believe we should not regard a coexisting gall-bladder 
lesion as simply an incidence in a patient who presents herself with a pelvie lesio; 
The surgery of the gall-bladder and ducts is attended by quite as great difficulties 
and requires quite as great eaxre and skill as pelvie work, 


A gall-bladder operation demands the same sort of approach that we make when 


We go into the pelvis. It requires not only an ample incision, but also elose and 
care Inspection I ler the changes in whieh may be slight It 
requires palpation and examination of the common duct and the head of the pan 
creas, the stomach, ¢ 10der and liver. If we evnecologists are to do this work, 
it should be done as thoroughly as we would do any sort of pelvic surgery. There 
are perhaps exceptions to the rule, but generally speaking, these two fields should not 


be operated at the same time. If a patient prese nts herself with a pelvic lesion, 


nd we determine that she has also a lesion in the ight uppel abdomen, both should 


be given the consideration that our experience, and that of the general surgeon, 
show they demand. It is permissible under such circumstances to examine the other 
field at the time of operation, but rarely to operate it. I think we might as reason 
ably expect to do good pelvic work at the conclusion of a gall-bladder operation 
us to «ce ( \ ood oO} tion on the galli-bladder and ducts at the end of a 


Good surgery in either fic nds too mueh time and kes too manv cd nds 
ipon the strength of our patier un the majority of instances to permit of both being 
invaded at the same time. I would, therefore, make a plea to regard them as sepa 
rate important lesions, demanding two attacks instead of on¢ 


DR. JAMES E. KING, Bt oO, NI YorkK.—I would like to ask Dr. Clark 


whether in anv of these cases o ‘holeevstectomy he has had any return of the 
svmptoms of a cholelithiasis; other words, cases of mechanical stone formation. 
I have had three such cases come under my observation within a comparatively short 


time. 


DR. HOWARD A, KELLY, Batrrore, MaryLanp.—I should like to speak on 
the subject from two or three standpoints. Back in the nineties [I wrote an articl 
on exploration of the whole abdomen every time it is opened for pelvie work. One 


of the immediate fruits of following such a course was that I speedily found many 


The next point is this: we ought to make a much more eareful note of digestive 


symptoms in our pelvie disease histories, for 1 h 


ve often, in taking a retrospective 


ll-stone 


history (after operation) found that the patients had had quite distinet 


attacks not noted, even in the case of otherwise carefully taken histories. Given a 
ease that has symptoms referable to the gall-bladder, where the seriousness of the 
operation below does not forbid it, I have been in the habit of opening the gall 


bladder and gettin 


out the stone by running my hand through the lower incision, 


and pushing the gall-stone up against the abdominal wall, making a small opening 
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there and everting the gall-bladder and taking out the stones extraperitoneally, 
then sewing up the gall-bladder, and dropping it back. This is very quickly done, 
is a simple, sate, and technically vood operation. 

As to choleeystectomy, perhaps I ought not io express an opinion because my 
experience is small, but there are cases where it is better to do something more 
than cholecystostomy, particularly in those cases where there is a hard, infected gall 
bladder, a nasty case for extirpation in a fat woman. These cases I have opened up 
with a liberal incision, surrounded the gall-bladder on all sides with gauze, cleaned 
out the interior with carbolie acid, then curetted out thoroughly and removed the 


ill- 


mucosa, leaving the outer coats of the gall-bladder, and then dropped the 


of 
> 


bladder back. These patients have done well. 


DR. J. WESLEY BOVEE, Wasiitncrox, D. C.—I believe that doing this work 


haphazardly is dangerous. When we attempt t 


do work on the gall-bladder we 
eannot stop with exploration of the abdomen or the gall-bladder, but we must ex- 
plore the cystic and common ducts, and perhaps the hepatic duct, because in a 
large percentage of cases we remove gall-bladders and leave an involved common 
duct. 

DR. CLARK (closing).—When my paper is published it will be noted that in a 
large number of these coincident operations, the gynecologic procedure was a simple 
routine one, free from danger, and not prolonged. Under such conditions I feel 
that the gynecologist is lamentably derelict if he does not proceed with the other 
yperation at once. One operation carries its inevitable influence great or small upon 
the nervous system of the patient and to be told after the first that a second awaits 
her, the succeeding interval is a most trying ordeal. Therefore, it is vitally im- 
portant to weigh the situation most carefully and proceed at once if the outlook is 
good. I am sure that our statistics will testify to our conservative attitude. Also 
in many other cases not recorded here the second operation has been deferred until 
a more propitious opportunity. 

Dr. Brettauer has eriticized the two operations in the fatal case when a dermoid 
cyst was removed and a cholecystectomy immediately followed. In this case the 
gall-bladder symptoms were quite positive and the eystectomy was easy. I am 
certain that were any of you to be confronted by a similar complex, that you would 
realize the wisdom of this course unless the operator has a rooted objection to such 
coincident operations on principle. Eech of us must travel the road best suited to 
his methods of dealing with the issues at stake. I have been impressed for some 
time with the fact that many gynecologists cleave so closely to a special line that 
when they are confronted with some abdominal condition that is not of a strictly 
gynecologic nature their judgment and surgical technic is not of the same high 
order, and the interest of the patient suffers. In response to Dr. Brettauer’s ques- 
tion as to the number of these cases coming from a gynecologic ward, I may say 
that a very large percentage have been private patients. My scholastic funetion 
is to teach gynecology and these cases are not employed for demonstration purposes 
before our students. My friend and colleague, Dr. Edward Martin, put this ques- 
tion in a very clear way in answer to my invitation to be present when I operated 
upon a patient whom he had previously submitted to a gastroenterostomy for a 
gastric lesion, presumably of benign character. Subsequently a large movable tumor 
developed in the pelvis and she was referred to the gynecologic wards. I suggested 
that he be present, so that he might deal with any complication or operative sequel 
in the upper abdomen. He said, ‘‘Can any one draw a line across any part of an 
abdomen and say, above or below this line, I am proficient, but I dare not go beyond 
it? Should vou find any condition in the upper abdomen requiring surgical inter- 


vention, go ahead with it.’’ 
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As to Dr. Watkins’ preference for cholecystostomy, it has been interesting to us, 
as we have analyzed our statistics to find that our preconceived ideas along similar 
lines of thought have not been confirmed. I am convinced that were Dr. Watkins 
to make a careful study of postoperative results in his own patients he would find 
more than he now anticipates who are still dyspepties. 

In answer to Dr. Clark of New Orleans, I would hazard the opinion that one of 
the chief disadvantages of the drained cases arises from postoperative adhesions, 
and that more ideal operations when the gall-bladder is conserved will eliminate a 
considerable number of bad results. 

Dr. King asks as to the subsequent formation of gall-stones. This sequel is a 
rare one. More frequently the stone has been left behind at the first operation. 

In the presence of an empyema of the gall-bladder, we follow the same plan as 
that announced by Dr. Kelly. In the presence of pus, it is hazardous to remove an 
adherent gall-bladder. In such eases, drainage and a *“quick get away’’ is the best 
policy. Later the debris of the pyogenie storm may be removed if they give dis- 
abling symptoms, 


Dr. Revusen Peterson, of Ann Arbor, Mich., read a paper entitled 
Review of One Hundred Cases of Women with Pelvic Tuberculosis 
with Special Reference to the End Results of Operative Treatment. 


994 


(For original article see p. 254.) 
DISCUSSION. 

DR. JOHN O. POLAK, Brooxtyn, New Yorx.—The point that has impressed me 
clinically is the difficulty in making a diagnosis of pelvie tuberculosis at a time 
when the disease is operable, and second, the difficulty in excluding associated 
lesions, particularly lesions in the chest. Recently we have been able to do this 
by the x-ray. As shown in his paper, his mortality has not been due to the local 
focus but to the complicating conditions. The local conditions, therefore, are prac- 
tically the only operable ones, and they are admittedly difficult to diagnose, and are 
less often diagnosticated. 

The two classes of cases we have seen that have also given good results are 
those of the eystie and asitic variety, and those of the fibroblastic variety where 
the disease has become quiescent. We have had altogether 51 cases of tuberculosis in 
the pelvis of which 20 had lung involvement, as shown by a thorough investigation 
and x-ray of the chest. Five of these eases have gone over ten years, but amenor- 
rhea has persisted in four. These cases have been followed very carefully and we 
have found that the amenorrhea persisted. At the time of operation the ovaries 
in these cases did not show any gross pathology. It was simply the association 
with tubal pathology and intestinal adhesions that we were dealing with. The 
tubes were removed, the disease became quiescent, and the patients are apparently 
cured because they have gained rapidly in weight, but in four of them such a 
periovaritis developed about these struetures that ovulation was checked. 

No class of cases presents such technical difficulties to the so-called radical 
operation, which is the procedure of choice. The adhesions are so extremely friable 
that intestinal injury is frequent and that again makes the procedure extremely 
difficult. 

In discussing this paper it seems to me the points that should be emphasized 
are first, the difficulty in diagnosis; second, the necessity of excluding all associated 
lesions, and third, that in these cases where it is possible to remove the structures, 
total ablation should be the operation of choice. Where this cannot be done, know- 
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ing the majority of these cases are originally in the tubes, at least tubal ablation 
should be done, but in those cases where we find, without scrious damage to the 
intestines, we cannot do one of these radical procedures, I believe the best results 


follow hygienic treatment. 


DR. ARTHUR CURTIS, CxHtcaco.—In some work on infections of the tubes, 
ovaries and uterus, part of which was reported before this Society last year, I found 
certain pathologie features of genital tuberculosis which deserve special emphasis. 
At the conclusion of my work a survey of the literature revealed that J. Whitridge 
Williams, in an excellent study reported in 1893, made observations which were 
similar in several respects. 

Tuberculosis, independent of generalized tuberculous peritonitis, was present in 
5 per cent of diseased tubes removed from over 300 of our patients. Attention 
to certain cardinal features should help us to recognize this disease, which now is 
seldom even suspected at operation, 

The typical picture is analogous to that of a slowly developing, very severe, very 
chronie gonorrheal pelvie infection. The chief lesion is in the tubes, which show 
marked induration and enlargement. More minute study reveals that this disease 
primarily involves the tubal mucosa, in which it causes enormous hyperplasia and 
deformity. The ovaries, one or both, are usually involved and often abscessed. 
Pallor of the diseased tissues’ is frequent. In the absence of intestinal lesions, 
tubercles can seldom be noted at the time of operation. 

The fimbriated end of the tube, a debated point, we found closed in about half 
the cases; often one is sealed, the other open. Caseous material may sometimes 
be squeezed from the healthy looking open fimbriated extremity. The uterus, if dis- 
eased, is usually secondarily involved, the mucosa being chiefly affected. 

[ would particularly emphasize the exceeding firmness of the adhesions. They 
often require tearing or cutting, much as malignant tissue, and cannot be sep- 
arated by blunt dissection. Adhesions of this character, in the absence of adeno- 
myoma or cancer, seem pathognomonic of streptococcic or tuberculous infection. 

Tuberculous ovaries left behind at operation predispose to recurrence. With re- 
moval of tubes, ovaries and fundus, the outlook is excellent. In the last few years 
we have had two long standing fistulae in patients in whom the ovaries were left; 
there was also one permanently bad result, and one death among a total of 15 cases 
operated upon during this period. 


DR. BENJAMIN P. WATSON, Toronto, CANADA.—With reference to the neces- 
sity for removing the uterus in cases of tubal tuberculosis, I would say that in an 
investigation of a number of cases of tubal tuberculosis we found invariably that 
while the uterine end of the tube macroscopically was not involved, it was affected 
microscopically. In every case of tubal tuberculosis investigated, tubercles were 
found in the isthmus of the tube and extending into the interstitial portion of the 
tube in the uterine wall. If we remove the tube, leaving the uterus behind, we leave 
a tuberculous focus. 


DR. HIRAM N. VINEBERG, New York Crry.—Practical experience sometimes 
is of more value than theory. In my own experience in private work I have en- 
countered six cases that I can just now recall of tubal tuberculosis proven by the 
microscope. Some of these cases came under my observation over ten years ago, and 
in them there has been no complication or any recurrence. I think it is a rather 
radical position to take that if we find a tuberculous condition of one tube we 
should also remove the uterus and other adnexa. It is rather surprising to find such 
a large percentage of cases of tuberculosis of the uterus. Many years ago I had a 
vase of tuberculosis of the cervix, and another of the uterus and endometrium, un- 
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mistakably proven both macroscopically and microscopically. A search of the 
literature at that time showed only 10 cases of genuine tuberculosis of the cervix, 
and very few cases of genuine tuberculosis of the uterus. 

DR. JOSEPH BRETTAUER, New York City.—There is one sign in early 
tubercular disease of the tube which has come to my notice repeatedly; the tube is 
not thickened and apparently is perfectly normal; only at its uterine end it appears 
kinked, with slight adhesions formed over the kinked part. After removing one such 
tube and finding the condition to be of a tubercular nature, I have been on the 
lookout for this sign and have been able to verify it in several instances. 

DR. PETERSON (closing).—There is no question but what a series of eases of 
pelvie tuberculosis should be treated medically in order to see what can be aeccom- 


plished. On the other hand, nonsurgic: 


1 treatment of pelvie tuberculosis, like non- 
surgical treatment of pulmonary tuberculosis requires special surroundings and 
apparatus, such as the majority of our clinic cases cannot obtain, consequently we 
have adopted a procedure which we think is perfectly correct, namely, that those 
women who come to our ¢linie should have surgical treatment. 

Dr. Polak’s contention is correct. I have such a respeet for tuberculous adhe- 
sions that rather than break up a certain class of cases I would remove what I 
could with safety with the hope that the woman would eventually recover, The 
number of fistulae after these operations is appalling, and we should bear in mind 
this difference from a technical standpoint between tuberculous and ordinary gonor- 
rheal adhesions. 

From now on the clinician will be in a far better position to make a preoperative 
diagnosis of a tuberculous pelvic condition and will be prepared to deal with it 
more intelligently. In that lies our hepe. I do not believe, considering the great 
proportion of cases where we find the uterus involved, where a systematie micro- 
scopie examination has been made, that it is a good routine procedure to leave the 
uterus, because it is contrary to all rules in dealing with tuberculosis in other parts 
of the body. Tubereulosis is a serious disease, and the possibility of pregnancy 
after these oO} erations should not be considered, but the primary object is to rid the 
patient of a dangerous condition. 


DR. ARTHUR H. CURTIS, Curcaco.—I was under the impression that we very 
seldom find tuberculosis of the cervix, and I am anxious to know whether it is not 
just as well to perform supravaginal hysterectomy, without the removal of the 
tubes and the ovaries, rather than panhysterectomy. 

DR. PETERSON (resuming).—In the majority of cases it is best to do the 
supravaginal operation because usually in this class of cases the uterus is plastered 
down by adhesions, consequently the supravaginal operation is much safer. In 100 
cases we have only had two eases of tuberculosis of the cervix, consequently infee- 
tion in that part of the body is remote, and the primary deaths will inerease ecor- 


respondingly if a panhysterectomy is performed routinely. 


Dr. J. Wairripge WiLLIAMs, Baltimore. Maryland, presented A Study 
of Frozen Sections through a Cadaver Showing the Anatomical 
Relations of a Large Uterine Myoma of which the following is an 
abstract. 

In May, 1921, Professor Weed of Baltimore informed me that he had received from 
the Anatomy Board a female cadaver, which he thought might contain a pregnaney. 


His records showed that the body hud come from the morgue, and that the death cer- 
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tificate of the coroner stated that the woman was 26 years old and had died from 
natural causes. I found the partially frozen body of an apparently middle aged colored 
woman, Which presented no abnormalities except an abdominal tumor which reached 
to within three fingers of the xvyphoid cartilage, but I could not determine whether 
it was a pregnant uterus or a tumor of some other kind. It was decided to 
freeze the cadaver thoroughly and then to section it in various planes in the hope 
that we might secure information concerning the relations of the pregnant uterus 
to the rest of the body and particularly to the pelvie floor. 


After the body had been thoroughly frozen, the head and the legs were re- 
moved, and the trunk was bisected by a sagittal mesial section, which was so ae- 
curately made that it involved the pubie joint and the urethral canal. It was then 
found that instead of a pregnant uterus we had to deal with a lobular myoma, 
whose largest lobe distended the abdominal cavity, while a smaller lobe completely 
filled the pelvie cavity, with its lower pole protruding 2 em. below the line joining 
the lower margin of the symphysis and the tip of the last sacral vertebra. In 
other words, the smaller lobe filled out the pelvic cavity and distended the pelvie 
floor just as a child’s head in the second stage of labor before it reaches the 
vulva. 

Two other sagittal sections were made through the right half of the body, 


one 3 em, to the right of the mesial section, and the other 3 em, to the right of 
the second. The left half of the body was divided by four oblique seetions which 


roughly corresponded to the oblique planes which Hodge employed so advanta- 


geously in studying the anatomy of the pelvis. The first of these extended through 
the promontory of the sacrum and the top of the symphysis, while the others were 
parallel to it and at varying distances below the plane of the superior strait. 

Mr. Max Broedel made tracings of the sagittal sections, from which he prepared 
pen and ink drawings. The oblique sections were allowed to thaw in a solution 
of carboliec acid and formalin and were then photographed. After careful dissee- 
tion the various landmarks were identified and have been indicated 
touched photographs. 


in the re- 


The object of this communication is to demonstrate the topographical relations 
of a large myoma and to study the changes which it has produced in the pelvie 
structures, as well as to show the differences between the distention of the pelvie 
cavity by a myoma and that resulting from the head of a child at the time of 
labor. 

(Dr. Williams then briefly deseribed the conditions existing in the sagittal sec- 
tions: considered the degree of distention of the abdominal and pelvie cavities 
resulting from the abdominal contents; then described the tumor itself, and the 
changes produced by it in the ovaries and the uterine ligaments. He then con- 
sidered the oblique sections through the left half of the body which illustrate the 
anatomical distortions produced hy the presence of the tumor in the pelvie cavity, 
and finally studied the changes in the vascular supply of the pelvie cavity and its 
contents. ) 

The specimen gives an extraordinarily accurate idea of the extent of the ab- 
dominal and pelvic distention which may he produced by the presence of a large 
myoma. Owing to the fact that the nodule, which almost completely filled the 
pelvie cavity, arose from the posterior surface of the uterus, the distention has 
oceurred altogether posterior to that organ, with the result that it together with 
the bladder has been compressed against the anterior pelvie wall. In other words, 
the distention has oecurred entirely within the pouch of Douglas. This has re- 
sulted in a remarkable displacement of the broad ligaments, so that they are in 


contact with the anterior and lateral wall of the pelvie cavity; instead of dividing 
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it into an anterior and posterior segment, the former has become obliterated and 
the latter immensely distended. Owing to the forward displacement of the uterus 
and of the median ends of the broad ligaments great elongation of the uterine 
arteries was necessary. This apparently has occurred to an even greater extent 
than was essential, as is shown by the fact that instead of entering the base of 
the broad ligament shortly after they have been crossed by the ureters, the 
arteries extend forward almost to the symphysis pubis before so doing, and at the 
same time have become unusually convoluted. Moreover, even though myomata are 
in general very poorly vascularized, the demands for the nutrition of the tumor 
have necessitated an increase in the blood supply as is shown by the unusual 
hypertrophy of the pelvic veins, which has attained a degree only encountered in 
full term pregnancy. 

Upon comparing the changes in the pelvie floor in this instance with those 
occurring during normal pregnancy, several very important points of difference 
should be noted. In the first place, when the pelvic cavity is occupied by the fetal 
head late in the second stage of labor, the distention proceeds from a central 
point, with the result that the cervical canal together with the base of the broad 
ligament becomes expanded outwardly in all directions to an equal extent, so that 
while the anterior and posterior peritoneal pouches are temporarily obliterated, no 
such change occurs as was noted in this instance. In it the pelvic tumor lay 
behind the uterus, and consequently as it imereased in size the posterior pouch 
became immensely distended, while the anterior pouch was obliterated by the cer- 
vix being pressed firmly against the symphysis pubis. At the same time the 
broad ligaments were flattened out against the anterior and lateral portion of the 
pelvic wall instead of involving its posterior segment as well. The distention has 
likewise led to comparable changes in the relations of the pelvic fascia and the 
structures beneath it, which instead of being pushed centrifugally outwards from 
a common center, has become distended only posterior to the uterus, with the 
result that the levator ani muscle forms a continuous but thin pelvic diaphragm, 
instead of being perforated and pushed downward and outward to form the lower- 
most portion of the birth canal. 

Finally, particular attention is directed to the unusual picture of the anatomical 
relations which have been obtained by the employment of oblique sections through 
the pelvis parallel to the superior strait, and which indicate the advantages which 
might well follow the use of similar sections in the study of the dislocation of 
the pelvie floor during labor, as well as in the study of the part played by the 
basis of the broad ligaments in the maintenance of the normal position of the 
uterus in the nonpregnant woman. 


DISCUSSION 


DR. WILLIAM E. STUDDIFORD, New York Ciry.—In the first place, the 
mechanism of the pressure on the pelvic floor is directly opposite from what we get 
in labor. The pressure is all coming from inside the peritoneum and pressing the 
fascia of the pelvie floor forward into the vagina and under the symphysis, whereas 
in labor we have dilatation of the cervix and spreading of the fascia shows how the 
bladder is pulled upward by its attachments to the uterus. The tumor pulls up the 
anterior segment with the bladder, not the posterior segment, and instead of dis- 
tention of the fascia which you get with dilatation in labor there is direct pressure 
behind the fascia, instead of pushing the fascia off toward the posterior wall of the 
pelvis. 

One other thing is the relation of the sacral plexus to the sacroiliac joint, which 


will easily account for the terrific pain that many women get when we have ex- 
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tensive lacerations of the pelvic floor which extend almost to the spine of the 
ischium. It shows how easily some of the branches of the sacral plexus could be 
involved in the laceration. The cicatrix that forms afterward would cause extreme 
pain. 

I am sorry Dr. Williams eut the sections the way he did from a physiological 
point of view showing the relations of the levator ani muscle, instead of using the 
symphysis as a radius and following the course of the genital canal. He cut 
parallel sections so that we do not get quite as good a demonstration of the levator 
ani muscle as we would if the sections had been cut in wedges, so to speak, more 
nearly parallel to the fibers, which would give better demonstration of the attach- 
ments of the pelvie fascia. 

(To be continued in October issue.) 


NEW YORK OBSTETRICAL SOCIETY* 
ANNUAL MEETING, MAY 9, 1922 
THE PRESIDENT, Dr. R. H. POMEROY, IN THE CHAIR 


Dr. W. E. CaLpweLu presented a report on the Intravenous Use of 
Paraldehyde in Eclampsia. 


Two years ago an eclamptic patient with the marked delirium, so common in 
such cases, was admitted to the Sloane Hospital for Women. One-third of a grain 
of morphine was given hypodernically. The patient’s delirium increased. The 
administration of paraldehyde by vein was suggested with considerable apprehension 
and 1 ¢.c. of U. 8. P. paraldehyde was injected into the median basilic vein. The 
effect was surprising. Before the injection was finished the patient was asleep. 
The respirations became deep and regular; the cyanosis clearéd up; the pulse was 
full, regular and much slower. The patient slept soundly for an hour and a half, 
although she could easily be aroused and she afterwards remained quiet and relaxed 
for several hours. She ultimately recovered. 

In obstetrical practice, there are many conditions in which a drug that would 
enable the immediate control of convulsions and delirium would be of great value. 
For instance, in status epilepticus during pregnancy; in serious cases of chorea; 
in maniacal stages of puerperal insanity; and especially in eclampsia. 


Morphine 
frequently gives a primary excitement stage, 


and also causes vomiting, thus in- 
creasing the danger of asphyxia. Hyoscin is a 


dangerous cardiorespiratory depress- 
ant. 


The use of chloroform and ether to control convulsions has proved very 
unsatisfactory. Tweedy, in 1911, called attention to the uncertain action of medica- 
tion by the stomach, and the danger incident to frequent regurgitation of either 
food or medicine from the stomach into the throat. Rectal 
and uncertain. 


medication is slow 
If, therefore, paraldehyde could be given into a vein without danger, 
it seemed to us that we had a valuable addition to ovr armamentarium in the treat- 
ment of the various conditions mentioned above. 

The credit for being the first to use paraldehyde intravenously was claimed by 
Noel and Souttar, in 1912. They used 15 ¢.c. of paraldehyde and 15 ¢@.. of ether 
in 150 ¢e.c. of 1 per cent cold saline solution. Within 40 seconds of starting such 
an infusion the patients were asleep; and within 90 seconds, the corneal reflexes 
were gone, allowing them to do short operations. The effect of the drug began 
to disappear as soon as the infusion was finished. The patients had a short, deep 
sleep, from which they could easily be aroused, and the relaxation continued for 
several hours. There seemed to be no after-effects from the drug in these cases. 


*Dr. Kross’ article read before the April 11th meeting has been unavoidably delayed, but 
will be published in the October issue. 
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Atkey, in the following year, 1915, treated a case of tetanus by the intravenous 
injection of paraldehyde and ether as deseribed by Noel and Souttar. He gave 
150 e.c. of 1 per cent saline solution with 5 ¢.c. of paraldehyde and 5 e.e. of ether 
for his first infusion. Not getting the result he desired, he inereased the dosage 
next day to 15 ¢.c. of paraldehyde and 15 ¢.c. of ether in 150 ¢.e, of saline, and 
continued to use paraldehyde and ether in this manner each day until on the 
eighth day when he gave 500 ¢.c. of saline solution with 50 ¢.e. of paraldehyde and 
30 ec. of ether. The tetanus convulsions were controlled and the muscles relaxed 
for several hours after each infusion. The patient was thus saved from exhaus 


tion, while the body, aided by other remedies, was given time to eliminate the 


toxin. The patient recovered, 

Honan and Hassler, in 1915, reported their use of paraldehyde in 2% or 3 
per cent solution both alone and with ether. They noted no bad results. In 1914, 
Collier, from the Craig Colony for Epilepties, reported the use of paraldehyde 
and ether in seven cases; four cases of minor operations, one case of tetanic 


status and two cases of epileptic seizures. He used from seven to 22 ee. of 


paraldehyde and ether, diluted in 150 e.c. of 1 per cent saline solution and observed 
no bad results. 

In the same year, Cale reported six cases, in which he used paraldehyde in dosages 
of 5 to 15 @e, with an equal amount of ether, in saline solution, and without 
bad results. All these authors eall attention to the danger of using warm saline, 
unless it is well and constantly shaken, as the paraldehyde and ether gather at 
the top of the solution. 

Dr. Charles C. Lieb, Professor of Pharmacology in Columbia University, did not 
think that these very small doses of paraldehyde would be dangerous, but he suggested 
that the paraldehyde be diluted with 15 or 25 ¢.c. of normal saline, in order to 
prevent the irritating effect of paraldehyde, especially when it gets into the sub- 
cutaneous tissues. Ilis experience with animals, where paraldehyde was used as an 
anesthetic, made him believe that it was comparatively safe when carefully given. 
Dr. George Wallace, Professo. of Pharmacolog’s in New York Universtiy, also 
thought it was safe to use it in small doses, if carefully given. In eases where 
respiratory failure occurs, artificial respiration and atropine would be necessary. 
It would not be necessary to continue the artificial respiration very long since the 
action of the drug is so transient. 

At the Sloane Hospital for Women we have now used paraldehyde in 15 eases. All 
the patients have ultimately recovered, and, in none have we seen any bad effects 
from the medication. Our average dose has been 1 ¢.¢c. injected directly into the 
median basilie vein. The largest dose which we have given at one time has been 2 
e.c. This was given in a case of chorea, where morphine and hyoscin had failed to 
control the convulsions. In this case, the patient immediately went to sleep and 
slept soundly for one and a half hours, and remained quiet for several hours after 
wards. 

In the treatment of eclampsia, we realize that each case must be individualized. 
Besides the giving of morphine, our general principles in treatment are those 
which Tweedy followed at the Rotunda Hospital with such remarkable results, 
and which were advocated later by Stroganoff. We also use venesection in some 
eases. We do not empty the uterus except as conditions develop that make 
it necessary, or unless the patient does not improve under the treatment instituted. 

In the majority of our cases our initial dose of 1 ¢.c. of paraldehyde has proved 
sufficient to control either convulsions or delirium in less than one minute. The 


patients have gone to sleep quietly. A hypodermic of morphine, varying from 
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1/3 to 1/2 grain, is also given, and is repeated in smaller doses until the respira- 
tions are definitely reduced. It is possible, while the patient is under the hypnotic 
action of paraldehyde, to examine her thoroughly, to wash out the stomach, to 
give a colon irrigation, and to do a venesection if necessary without greatly dis- 
turbing her. The hypnotic effect of paraldehyde in such small doses lasts from 
an hour to an hour and a half. 

In one case, that of a patient who had had five convulsions, two doses of paralde- 
hyde were given within two and a half hours and, though the patient was immediately 
quieted, another convulsion occurred within an hour, and a third dose was given, 
making altogether 3 ¢.c. within four and a half hours, The patient afterwards had 
two more convulsions: one five hours, and one eight hours, after the last dose of 
paraldehyde. “During this time, she was delivered. In this instance the paraldehyde 
was given at shorter intervals than in any other of our eases. Notwithstanding 
bronchopneumonia and pulmonary edema, the patient recovered. In another ease, 
5 e.c. of paraldehyde were given within twenty-four hours. But the majority of our 
cases have required only one or two doses of paraldehyde, besides the large dose of 
morphine which we give routinely. 

from our small series of cases, and from those that have thus far been reported 
in the literature, our conclusions are as follows: 

1. Paraldehyde, either undiluted or diluted with saline solution, can be given into 
a vein in small doses very slowly, with apparent safety. 


2. Its action is to produce 


a deep sleep in Jess than one minute, relaxing the 
muscles, thus preventing exhaustion due to muscular contractions, while other means 
are being used to eliminate the toxins, or while waiting for the physiologic effect 
of morphine. 


3. Its hypnotie effect is of short duration, from one hour to one and a half. 

t. It is much more satisfactory than chloroform or ether for the immediate con- 
trol of convulsions and delirium. 

5. Since the hypnotie effect is followed by muscular relaxation lasting for several 
hours, less morphine is required than would otherwise be necessary. 

6. The results thus far obtained, both by ourselves and others, fully warrant the 
further trial of paraldehyde; although a drug so powerful in its action should be 


used only with the utmost care. 
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DISCUSSION 
DR. F. A. DORMAN.—I would like to ask Dr. Caldwell if he has noticed any 


effect on the uterine contractions if the patient was in labor when the drug was 
given. 


DR. W. E. CALDWELL.—The majority of our eclampsias have gone right ahead 
in labor and have been delivered. We have seen no prolongation of the first stage 
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on account of the paraldehyde, but have on account of the morphine, comparing the 
controlled cases. 

We have given the paraldelhyde undiluted. I believe it safer to give it diluted. 
It can be given more slowly by having it diluted, and there is not so much danger 


of getting into the subcutaneous tissues. 


Dr. Wn. P. Hearty reported a case of Intractable Vulvar Ulcer (Es- 
thiomene) Cured by Proteus Vaccine. (For original article see 


page 


Dr. HERMAN Grab presented a Device for Holding Sutures in Vaginal 
Plastic Operations. (lor description see page 291.) 


Dr. Hersert THoms, of New Haven, Conn., read by invitation, a paper 
entitled Outlining the Superior Strait of the Pelvis by Means of the 
X-Rays. (For original article see page 257.) 


DISCUSSION 


DR. ALFRED B. SPALDING, San Francisco, Catir.—Dr. Thoms presented 
very interestingly Fabre’s method, which is based on the mechanical idea of measur- 
ing the pelvis, while the method that 1 am about to present at a coming meeting of 
the Chicago Gynecological Society embraces an entirely different conception of 
measuring the pelvis and is based on a mathematical principle. 

Our roentgenologist at Stanford, Dr. Chamberlain, decided that a method could 
be devised whereby he could measure the pelvis on the same principle that he was 
able to measure objects in the eye, and in reviewing the literature, it was found that 
Runge and Greuenhagen in 1915 had devised a very elaborate method for measuring 
the shadows by using a ‘‘plumb bob.’’ It is a little piece of lead with a eross of 
copper wire, hung on a string. That is fastened under the target, which is set at 
a known distance above the plate,—arbitrarily 80 em. I might say here that Manges, 
about 1912, brought out a second point, namely that of locating pelvie diameters 
by the use of the stereoseope. In placing the ‘‘plumb bob’’ over the x-ray plate 
at a distance of 80 em. and then shifting it for a second picture exactly 10 em., 
two known measurements are obtained,—one 80 em. in a perpendicular line and the 
other 10 em. on th» horizontal. From these two measurements it is possible to 
figure out a formula for getting any measurement desired, provided, of course, you 
know what vou want to measure. 

At this point in his remarks, Dr. Spalding referred to a second observation which 
was made by Dr. Chamberlain, namely, that the latter could obtain an exact measure- 
ment with the ‘‘plumb bob’’ of a ten em. iron rod placed over the symphysis, 
that he could measure this rod even if one end were higher from the plate than 
the other, and could measure in the same way any other two points on the pelvis 
so long as he placed the points right, but if a patient moved, the rod would not 
measure exactly 10 ems. and this fact is used in correcting for error due to the 


patient ’s moving. 


DR. I. SETH HIRSCH (by invitation).—The determination by the x-ray of the 


pelvic measurements, particularly the size of the inlet, has been an insistent problem 
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almost since Roentgen’s discovery, for, as far back as 1897, Pinard and Varnier tried 
to make radiographic pelvie measurements by comparing the exposure of the pelvis 
in the living, with a normal specimen, taken under nearly identical conditions. 

The methods utilized may be considered under five headings: 1. comparative 
methods; 2. teleroentgenographic methods, with or without posturing; 3. frame 
methods; 4. triangulation methods; 5. stereoscopic methods. 

Comparative and teleroentgenographic methods are a modification of those of 
Pinard and Varnier, who, because of the technical difficulty of those days, could not 
make the radiographic examination with more than 70 centimeters target plate 
distance, at which distance it was necessary to subtract several centimeters from 
the plate measurement, in order to get a near approximation to the actual measure- 
ment. But with the apparatus now at our disposal it is possible to make radiographs 
at 10 feet with comparative ease. This method is simple and direct, with certain 
limitations. 

However, both these methods are inaccurate, without special posturing of the 
body, because of the varying relationship of the pelvie inlet to the horizontal and 
the resulting foreshortening of the diameters. This difficulty was appreciated early 
in the history of this procedure for in 1896, in an attempt to avoid this, Albert, of 
Dresden, radiographed the pelvis by placing the woman in the semirecumbent position, 
with the spinous process of the last lumbar vertebra and the upper border of the 
symphysis at the same level, thus making the plane of the pelvic inlet parallel to 
the surface of the plate. The tube was centered perpendicularly over the pelvic 
inlet, parallel to the surface of the plate. The measurements obtained from the 
resulting radiographs were checked against the target-plate distance and the distance 
of the upper border of the symphysis from the plate, for the distortion of the 
diameters in such a radiograph depends on these factors. 

With the limited means at his disposal, and because of the added technical diffi- 
culties resulting from the posture, the essential points on the radiograph were too 
indistinct for this method to be of any value. Wormser, in 1900, tried to overcome 
the technical radiographic difficulties arising from this position by placing the 
patient in the dorsal position and elevating the legs and pelvis and placing the 
plate obliquely under the buttocks. The plane of the plate was made parallel to the 
pelvic inlet by means of a pelvimeter, one arm being at the symphysis, and the other 
opposite the spinous process of the last lumbar vertebra. The tube is centered per- 
pendicularly over the plate. 

Pfahler also described a method based on Albert’s. Albert’s method has been 
further moditied by Ridell in 1907, who placed the patient in the Trendelenburg 
position, fastening the plate to the buttocks and placing the tube under the table, 
centering perpendicularly to the pelvie plane. 

The difficulty in all these methods arises from the impossibility of accurately 
placing the pelvie inlet parallel to the plate, from the necessity of using large focal 
distances, in order to minimize distortion and from the impossibility of accurately 
determining the exact site of the sacral promontory in such a sagittal view. 

Fouchacourt, for accuracy, recommended measuring only the transverse and 
oblique diameters and estimating the anteroposterior from the shape of the pelvis. 

Fabre and Fouchet suggested placing the finger, capped with a metal thimble, over 
the sacral promontory. This is rather an objectionable procedure. 

Manges in his method, which comes under the head of triangulation estimations, 
takes the uppermost border of the upper sacral foramen as the point to be measured 
from. 

The sagittal examination may be controlled by a lateral exposure, to check up the 
size and position of the sacral promontory. 


Fabre and Fouchet, in 1899, were the first to suggest the ‘‘frame’’ method. By 
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require extra apparatus, easily and quickly applicable and exact. By far the simplest, 
if it should prove accurate, I think, is the method that I have been studying for 
Dr. Bailey. It is a method similar to that used in the examination of the heart, 
which I have mentioned, the tele- or distance radiographic method. The examination 
is made at a plate distance of 250 em., which does away with divergence distortion 
and with the pelvis in the Albert position, which does away with angular distortion 
of the inlet plane. 

Clear radiographs may be obtained even in the older pregnancies with our modern 
apparatus. The radiographs may then be traced and the measurements made. By 
checking this simple method with the most accurate of the complex methods we hope 


to ascertain its practical value. 


DR. THOMS (closing).—With regard to Dr. Hlirsch’s remarks, would say 
we used the target at a greater distance from the plate during the first part of our 
experiments. We found there was less distortion beeause of this increased distanee. 
However as long as we can correct distortion by reduction to the proper size, we can 
secure better pictures and shorter exposure with the target nearer the plate. 
We use 315 to 4 feet. 

I do not think that Dr. Spalding quite understands the method as I have out- 
lined it. It has nothing to do with Fabre’s method. With the Fabre method you 
disregard distortion and simply count the notches in the frame to give you the 
measurements, 

With the method that I have deseribed you get a picture or outline of the inlet 
of the pelvis in its true proportions without distortion. You may place a ruler on 
the plate or film and measure it in its various diameters much as if you had the 
dried pelvis in vour hands. The distortion is all corrected. It does not take into 
consideration the outlet of the pelvis at all. It is simply photographing the inlet 
and correcting the equally distorted image by means of reduction with the camera. 


This may be done on paper or a film. 


Dr. Herman Grav presented a study on the Pathology of Uterine 
Bleeding Based on an Analysis of One Hundred Cases. (lor origi- 


nal article see October issue.) 


THE OBSTETRICAL SOCIETY OF PHILADELPHIA 
STATED MEETING, APRIL 6, 1922 


THe PRESIDENT, Dr. STEPHEN E. Tracy, IN THE CHAIR 


Dr. WittiAM EpGar DarNawu presented a paper entitled Malignant 
Papilloma of the Kidney. (l*or original article see page 273.) 


DISCUSSION 


DR. GEORGE W. OUTERBRIDGE.—Dr. Kolmer states that this papilloma pre- 
sented definite malignant characteristics, That is to say, it is a multiple branched 
growth, having a delicate fibrous stroma, covered with the typical multilayered 
epithelium such as we find in the bladder, ureter and kidney pelvis, but at the base 
of the little papillary growths there are distinct changes in the character of the 


cells, with invasion of the underlying renal tissue. We know ali of these papillomata 
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start usually as benign growths and that those occurring in the bladder, if destroyed 


+ 


yt recur as a rule, The point at which malignancy begins is 


by fulguration, do n 
sometimes exceedingly difficult to distinguish even under the microscope, and some 
of the very best men will refuse to make a diagnosis from a specimen removed by 
the cystoscope unless they have some of the wall of the ureter or bladder, whichever 
It may be, in addition to the papillomatous growth. Professor Pick, of Berlin, 
claimed that from a bit of one of these papillomas alone he could not make a diag 
nosis of malignancy; that he must have some of the basal tissue showing definite 
invasion. In this ease of Dr. Darnall’s, and from what Dr. Kolmer said, I would 
say that probably for a number of years this tumor was histologically benign. That 
is when he first saw her if the kidney had been removed and sectioned it would 
probably have not showed any definite invasion of the renal tissue by the papil- 
lomatous growth, but that with the passage of time the cells took on malignancy. 
I think some of the frank carcinomas of the renal pelvis originate as did this tumor. 
The fact that the old lady lived four years from the time Dr. Darnall first saw her 
would indicate that the process was comparatively benign. When a diagnosis is 
made, because of the well-known tendency of these tumors to become malignant 
later, extirpation should always be advocated. 

DR. HARRY A. DUNCAN.—-I have seen two cases of this kind and had no 
idea that they were so rare. The last case I remember distinctly because the 
family doctor tried to trip me on the diagnosis and did, I saw an old lady in an 
acute attack of what I thought was intestinal obstruction. She had a mass in the 
lower part of the right abdomen, was vomiting, had no bowel movements for several 
days, enemas did not relieve her. She gave a history of having passed a great deal 
of blood by the bowel and I remember telling the doctor I rather thought it was 
carcinoma of the cecum. He laughed and said he had watched her for four years 
and that this mass had been present and she had frequent attacks of, hematuria. 
We eystoscoped her and she had microscopic traces of blood from the ureter. We 
found a papilloma filling the pelvis of the kidney and there were papillomatous 
growths down in the ureter, She lived about three weeks and died apparently be- 
cause the other kidney was not able to carry on the work of the two. She was about 


seventy-two. 


Dr. GeorGe W. OUTERBRIDGE read a paper entitled Accidental Perfora- 
tion of the Uterus; Report of Three Cases. (For original article 
see page 276. ) 


DISCUSSION 


DR. EDWARD A. SCHUMANN,—I recall a personal case in which the perfora- 
tion of the uterus was done in a way that I had not previously known. In ter- 
minating a three months’ pregnancy in a young woman with decompensated heart 
disease, I used a Goodell dilator under gas anesthesia to dilate the cervix, and after 
securing, as I thought, proper dilatation, I introduced a very large pair of forceps 
and on my first pull down found, to my horror, omentum. Laparotomy was imme- 
diately done and I found the curved blade of the Goodell dilator had gone into a 
rather sharply retroverted uterus, and passed through the lower uterine segment, 
into the peritoneal cavity. There was no hemorrhage whatever through the rent, 
which was of considerable size. Happily there was no untoward result. I should 
like to venture an even more radical method of treatment that Dr. Outerbridge had 
advised. I believe, in cases of perforation of the uterus, immediate laparotomy 
should be performed in practically all cases, with but one exception, that is uteri 
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which have been perforated under strictly aseptic circumstances by skilled operators 
in the course of a curettage for diagnostic purposes. 


DR, JOHN A. McGLINN.—Perforation occurred in rather a unique way in my 
experience. It so happened that I did not have a dilator, but used a bougie, which 
caused a perforation. I sutured the tear and the patient got well. I have had 
several cases where I took out catheters from the posterior culdesac, where patients 
attempted to produce abortion. 


DR. WILLIAM EDGAR DARNALL.-—I do not suppose anybody who does many 
curettements avoids perforations of the uterus, I have done so in four or five cases. 
In all cases that have infection I agree with Dr. Schumann that the abdomen should 
be opened; all cases that come in to the hospital having been done by somebody 
else and you know the uterus is perforated but do not know how they have been 
handled and in all those cases in which there is omentum, or intestine, protruding 
through, the uterus of course should be opened. But in doing a good clean case 
under aseptie conditions, if the curette slips away and goes through the uterine walls 
and you recognize it at once and you know you have done no damage inside, I rarely 
open the abdomen. In one case we eculd not get a very clear history of how the 
condition had started, but the patient was having a considerable hemorrhage. We 
attempted to do a curettement. The first grasp of the placental forceps brought 
down a string of what looked like small intestine. We immediately opened the 
abdomen and found a rent in the back of the uterus one and a half or two inches 
across, We did a supravaginal hysterectomy and then looked around for the 
damage to the gut. We found it was not small intestine, but the lower sigmoid. 
The mucosa and submucosa had been stripped out of its bed. There was no endo- 
thelial covering but the outer layer of the gut attached to its mesentery formed a 
trough from which the mucous layers had been stripped. It must have been 
stripped out for at least seven inches. We resected, put in a Murphy button, 
buried it in the trough and formed an outer layer covering around it. We did this 
with great trepidation because we did not see how it could possibly get a competent 
blood supply, but it did and the patient recovered. 


DR. EDWARD E. MONTGOMERY.-—-I have had the misfortune to see a num- 
ber of women in whom perforation of the uterus had occurred, the majority of 
them from attempts at abortion by either the patient or others. Various instru- 
ments, as meat skewers, crochet needles and catheters had been used. I heartily 
agree with the writer, in the wisdom of immediate operation where it is evident 
that the patient is suffering from infection and particularly when dilatation has 
been followed by forceps. I have seen several cases where loops of intestine or the 
omentum have been dragged into the uterus and one in which the anterior wall of 
the rectum had been pulled off by the repeated attempts to grasp what the operator 
took to be the placenta. 

I cannot accept the dictum that such operation should follow perforation of the 
uterus in dilatation of the uterine canal in nonpuerperal cases with the bougie, even 
though it be evident that perforation has occurred, 

I believe that the majority of these cases will recover, and in operation have seen 
many uteri showing the cicatrices of such injuries. 

There is more danger in the use of the parallel dilator than from the bougie, 
as the former tears an opening. An injury of the latter variety was seen by 
me where the entire anterior wall was torn open, severe hemorrhage resulting 
and the patient died subsequent to the operation for its relief. Perforation 
oceurs very easily in the puerperal case, and also readily in the nonpuerperal, 


where the uterus is acutely flexed and efforts are made to force an instrument 
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through the canal. These cases should be watched, but only subjected to opera 
tion when indications of hemorrhage or infection become apparent. 

DR. COLLIN FOULKROD.—I believe that many of the eases brought to the 
hospital with perforation done by physicians, were done because the patients 
were curetted on a bed. In these instances the patient settles down in the soft 


bed and the inexperienced operator does not recognize that fact. I have always 


felt that the finger is a very safe thing to use and yet I recall an obstetrician of 
some years’ experience, who brought in a patient in whom the whole posterior wall 
from fundus to cervix was torn away immediately after delivery, in attempting to 
remove the placenta with his finger. In that case vaginal hysterectomy was done and 
the patient recovered. In another instance in which the operator pulled out intestine 
and injured it the patient died. I think the two conditions in which death will oceu 
include injury of intestine and of infection. Most of us have seen perforation with 
small curette, those of us who do curettage before we do laparotomy have observed 
the site of a perforation, put a stitch through and found the patients made a very 


recovery. 


Dr. FrepericK E, KeLLer read a paper entitled Volvulus of the Sig- 
moid Following Elective Cesarean Section. 


Fortunately, acute intestinal obstruction, with its varving causes, complicating 
pregnancy, labor, or the puerperal period, is rare. There are only about one 
hundred eases recorded in the literature. Of those eases in which the olbstrue 
tion occurs subsequent to delivery, a very high mortality obtains. 

Case Report.—Mrs. L. M., age thirty, primipara, husband died of pneumonia 
three weeks before patient went into labor, at which time she developed a stat 
of acute mania from which she drifted into a profound melancholia. In this 
condition labor began. Justo-minor pelvis. Fetal heart sounds plainly audibl 
in upper left quadrant. 

After two days of pains, the breech had not engaged, nor had cervical dilata 
{; 


tion progressed further than one finger, its condition being unchanged since pa 
| 


tient’s admission. She stated frequently she wanted to die in order to be with 
her husband. The family was extremely desirous for a live child owing to the 
late catastrophe. An elective cesarean section was performed, Singer opera 
tion) and a live female infant obtained. 

An apparently normal amount of postanesthetie vomiting followed, patient’s 
reaction good, abdominal distention not marked. About thirty hours postopera 
tive, the patient complained of a sharp pain about the umbilicus, and felt nau 
seated. An enema was given, but it returned clear immediately. A rectal tube 
was inserted and an ampoule of pituitrin given, no gas passed and the pain was 
increased. Gastric lavage gave no fecal material, nor did it control the vomiting. 
By this time the patient was vomiting with each exacerbation of the pain and 
the abdomen was markedly distended. The rectal walls were found collapsed against 
the examining finger, 

Forty-eight hours after her first section a second laparotomy was performed. 
The small and large bowel were found to be enormously distended, the peritoneal 
coat of the ascending colon was found to be split longitudinally for about three 
inches. The uterus was found in a fair position and not impinging on the lumen 
of the bowel. The obstruction was located in the sigmoid, and was found to be 
a volvuius. This was corrected by rotating the bowel on its mesenterie axis, 
no suturing being employed. <A rectal tube was inserted and gas forced through 


this tube. A stomach tube was also inserted to relieve the upper abdominal dis- 
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tention. At the upper portion of the loop involved were found two rather hard 
lumps of feces about the size of a marble. Patient’s general condition became 
bad, stimulation resorted to, while abdomen was being closed. After reaction, 
i. @., about five hours, an enema was given, and was expelled as a_ brownish 
fluid of characteristic odor. Vomiting after this second operation became 
brownish, and was relieved by repeated lavage. The subsequent progress of 


both mother and child was normal. 
DISCUSSION 


DR. EDWARD A. SCHUMANN.—Most of us will agree the decision to re- 
open an abdomen after a diagnosis of intestinal obstruction is a very difficult 
one to reach. I believe, in the absence of peristalsis and the presence of vomit- 
ing, in the presence of severe pain, elevation of pulse rate and slight elevation 
of temperature, most of us fear the development of peritonitis and question the 
advisability of opening the abdomen. The patient is usually in a condition which 


does not warrant re-operation. 


IN MEMORIAM 


ELLA B. EVERITT, M.D. 
JANUARY 24, 1922 


In the untimely death of Dr. Ella Bb. Everitt, the Philadelphia Obstetrical 
Society has lost a long-valued member. Dr. Everitt had been for twenty-five 
years a part of the medical life of Philadelphia and a member of this Society 
since 1906. For twenty years she had been Professor of Gynecology at the 
Woman’s Medical College of Pennsylvania, the college from which she was grad- 
uated, and her name will always be most closely associated with the College and 
its Hospital. In the many generations of students who passed through her classes 
she inspired a respect due not only to her ability as a teacher but also to her 
in-Chief to the College Hospital she set a consistent standard of operative technic 


iigh professional ideals and her unswerving adherence to them. As Gynecologist- 
and brought to the questions of hospital administration the powers of clear 
reasoning and logical deduction with which she attacked all problems. Her 
operating was skilful and sure, without a wasted motion. She also held the 
position of Gynecologist and Obstetrician to the Philadelphia General Hospital 
and at the moment of her death was on her way to perform an operation there. 

Dr. Everitt’s activities were not limited to the medical field. Her interest in 
education was shown by her years of service as trustee of Wilson College, her 
Alma Mater. Part of her time was devoted to religious work and in the midst 
of her busy professional life she always found a place for her Bible classes, at 
her church and at the Business Women’s Christian League, of which she was 
President. She was also a member of the Board of Foreign Missions of the 
Presbyterian Church. 

Her death has taken from the list of Philadelphia’s physicians one whose life 
was of value to profession, community and State. 
ALICE WELD TALLANT 
WILMER KRUSEN 
EDWARD P. DAVIS 


NEW YORK ACADEMY OF MEDICINE 
SECTION ON OBSTETRICS AND GYNECOLOGY 


STATED MEETING, HELD MAY 23, 1922 


Dr. WituiAM P. HEALY IN THE CHAIR 


Dr. JoHN Van Doren Youna presented and described an Oil Im- 
pregnated Laparotomy Pad. 


Some five years ago noticing this drying of ‘‘saline pads,’’ it oceurred to 
me that if they were oil impregnated, pads would have all the advantages of dry 
pads and none of their disadvantages. I have evolved the following method of 
preparation. Liquid albolene is sterilized by boiling, the pads are sterile and are 
impregnated with the oil so that the gauze fibre is covered. The mesh is empty, 
which leaves the pad absorptive to all fluids of the abdomen. The pad does not 
-eollapse and crush down as when wet, but it is as elastic as when dry and just 
as absorptive. It does not adhere to the peritoneum no matter how long it is 
left in contact with it, there is consequently no trauma of the endothelial] cells 
and the postoperative pain is consequently less. 

After the pads have been impregnated with oil they are put six in a deep 
basin, lined with a sterile towel, which is then folded over the pads and pinned, 
a disk of oil silk placed over the top of the basin and the whole wrapped and 
pinned in a second towel. The package is then sterilized in an autoelave on two 
successive days. When needed the outer towel is removed and the sterile basin 
and contents handed to the operating room nurse and placed in a basin of hot 
water; by the time they are needed we have a warm absorptive, elastic, non- 
traumatizing pad, which will not drip oil or vary the method of pad use in any 
way. 

Stick sponges may be prepared in the same way, or may be oil impregnated 
immediately before use by the operating room nurse, or her assistant, their small 
size making this perfectly feasible, 

In an emergency even the large laparotomy pads may be impregnated at the 
time of operation, but it is difficult to get the even impregnation of the oil, and 


avoid unnecessary oiling of the gloves and the operative field. 
DISCUSSION 


DR. DAVID TOVEY.—Dr. Young’s pads would seem to prevent traumatism 
but pouring oi] into the abdominal cavity as a few men have advocated is a 
very dangerous procedure. I reeall an instance where the late Dr. Brooks Wells 
opened the abdominal cavity after oil had been poured in and found masses of 
slimy adhesions. I understand that at the Women’s Hospital at that time, oil 
was used with the same results. I think that if we use oil it should be in a 
quantity just sufficient to moisten the pads. 


DR. EDWARD W. PINKHAM.—I cannot see how any pad impregnated with 
oi] can help being slippery. Jf this pad does not possess the objection that it is 
slippery and greasy it seems to me that it would be very good. 

DR. YOUNG (closing).—I wish to emphasize the fact that this pad is oil 
ampregnated. There should be no superfluous oil, no dripping, and never enough 


=) 


324 


NEW YORK ACADEMY OF MEDICINE 


25 


to squeeze out. The operator soon becomes accustomed to the use of the oil 
impregnated pad, and if in handling them his gloves become slippery it is but 
the work of a moment to wipe the oil off on a moist towel. 

The great advantages of a nontraumatizing, absorptive elastic pad that stays 
in place, and is easily removed, are apparent and far outweigh any slight incon- 
venience of the oil. 


Dr. FREDERICK Rice read a paper entitled Recent Efforts Tending to 
Reduce Mortality in Childbirth. (lor original article see page 264.) 


DISCUSSION 


DR. AUSTIN FLINT.—Dr. Rice has spoken from the standpoint of the dan- 
gers of childbirth. Of course, the dangers of childbirth can be greatly alleviated 
by skilful care. The answer as to the way in which this can be accomplished is 
by better obstetrical training. It seems to me that the training of medical 
students and men practising obstetrics should be largely along the lines of train- 
ing in the better care of normal cases. Most of the obstetrical sins, as we know, 
are committed in normal cases. One reason for the present high mortality is 
that when it becomes necessary to perform an operation in the course of a 
delivery, the patient is not in good condition to withstand an operation, and it 
is often done under conditions that are not to the best advantage of either 
operator or patient. The woman is exhausted from ineffectual pains and lack of 
sleep and nervous strain. The obstetrician must be a man of very good judg- 
ment in order to select the proper time for operation. In making the selection 
cf the best time for operation not only must the woman be considered but the 
child as well. It does as much harm to the unborn child to delay operation too 
long as to attempt to operate too soon. 

Naturally a normal labor is best for the mother and child, but it is not 
‘watchful waiting’’ that is important, but intelligent waiting. It requires in- 
telligence and good judgment to know how long the mother should be left before 
interference. We may say that undue pressure may be a cause of infant mor- 
tality and that we can prevent this cause of mortality by the timely application 
of forceps. On the other hand the too early application of forceps will often 
cause undue compression on the head. The only way by which a man becomes 
competent to decide the opportune time for interference is by constant drilling 
in the care of normal obstetrical cases, and observing them under many varying 
conditions. 

Another point to be emphasized is the value of intelligent prenatal care. Pre- 
natal care was unknown at the time I began to teach. Of course one occasionally 
examined the urine of the pregnant woman, but intelligent, systematie prenatal 
care was unknown. Since we have had prenatal care there has been a great 
diminution in the number of cases of eclampsia at Bellevue. 

Still another important point is that of omitting vaginal examinations with 
the object of lessening the risks of infection. The obstetrician who has had 
the prenatal care of a woman knows the size of the pelvis, the position of the 
fetus and the size of the fetus, so when the patient goes into labor he is pre- 
pared to conduct the delivery without the necessity of making internal examina- 
tions. 

The mortality due to complications is a very important factor in hospital 
work at the present time. It is because these cases are sent in only after the 
complication has developed and so they may be placed under the head of ‘‘neg- 
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lected cases.’’ They are sent to the hospital as a last resort, are operated upon 
under unfavorable conditions and are therefore bad surgical risks. If such cases 
ean be seen earlier the complication may often be prevented, or the patient operated 
upon under more propitious conditions. 

The education of the publie is going on apace. The publie is now learning 
that the man who takes care of an obstetrical case should be a specialist in 
obstetrics. The time has come when the public is not content to have a good 
professional man but wants a specially trained man. 

The chief causes of fetal mortality are operations and hard labors, and im- 
provement can only be brought about by better training in the conduct of normal 
eases, and, second, by limiting the performance of serious obstetrical operations 


to those who are specially trained in obstetrical operative work. 


DR. GEORGE L. BRODHEAD.—There is one point in which prenatal care 
does not help us, and that is in the prevention of sepsis. As Dr. Flint has well 
said the majority of patients can be safely delivered without internal examina- 
tion. But in a hospital, in spite of the fact that no internal examination has 
been made we see fever in a certain number of cases. Recently we conducted 
a series of labors in 45 negresses in whom no vaginal or rectal examination was 
made during labor and yet seven of these women had an elevation of temperature. 
In two the temperature remained above normal for a few days only. Four of 
the patients ran a high temperature for a period ranging from eight to eighteen 
days, and all recovered. One patient died of pyemia with infected varicose 
veins of the leg. In these cases infection was certainly not introduced from 
without. In my experience the negro race has less resistance than the white. 
We have seen a number of instances in which without any internal vaginal 
examination the patient has run a septic temperature. The prenatal care should 
be such that internal examination should rarely be necessary during labor; with 
a little experience rectal examination is satisfactory. A labor conducted with- 


out rectal or vaginal examination should give an uncomplicated puerperium. 


DR. RALPH WALDO LOBENSTINE.—During the past year we have heard so 
many absurd things in connection with the Sheppard-Towner bill and the Daven- 
port bill, that, while I did not follow all the diseussion, I wish to rerer to one 
statement that was made in connection with the figures published by the advo 
eates of prenatal care, namely, that many of the data were incorrect. Statistics 
always require close scrutiny; but the fact remains that for the registration area 
in the year 1919, the United States showed a maternal mortality rate of 7.4 
per 1000, which is high in comparison with the statistics of other countries. It 
has been elaimed that those who were overenthusiastic in their advocacy of pre- 
natal care, had overstated the conditions. I do not believe this to be so! In 
1919 there was a decrease in the mertality rate of every kind of disease with 
the exception of cancer, influenza, and pregnancy. Such are the facts so far as 
the statistics available go and we must aceept them. I would, however, differ 
with some of the enthusiasts in the interpretation of certain of these statistics. 


For instance, in Italy the maternal mortality was put down as 2.2 per thousand 


as against 7.4 for the United States. It you accept these figures without ex- 
planation they are absurd. We have advocated prenatal care as a_ certain 
definite need, but we often find that we are misunderstood in what we desire to 
do. There are certain things which prenatal care can accomplish and certain 
other things which it cannot accomplish. As we see it from the public stand- 


point and from the doctors’ standpoint, education is needed in reference to the 


need of prenatal care. If you have not been particularly interested in the sub- 
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ject you will scarcely realize that there are many physicians who think pre- 
natal care is not an important thing. From the standpoint of the public the 
needs are for better care at the time of labor and a plan to force people to go 
to a doctor earlier in pregnancy for examination. From the standpoint of the 
mother we should find out whether she has any pelvic abnormality or any medi- 
cal abnormality as heart disease, tuberculosis, kidney trouble or a tendency to 
bleed. As to the question of the toxemia of pregnancy, I do not think Dr. Rice 
lays sufficient stress on what the nurses accomplish in the clinics and follow-up 
work in the home. Along these lines the work of the nurses is splendid and 
although I am interested in the work of the nurses, I believe that any abnor- 
mality that the nurse discovers should be reported to the doctor at once. We 
believe the blood pressure and albumin tests, are for most cases as reliable as 
any criteria one can have. 

From the standpoint of the child the greatest loss of life is during the first 
year and the chief cause of death during the first month of life is prematurity. 
Second in importance as causes of death during the first month are injuries during 
childbirth, and syphilis. Again I say prenatal care can accomplish certain def- 
inite things for the mother and certain definite things for the child, but we have 
found to our sorrow that there are certain things that prenatal care cannot 
accomplish. There are many placenta previas and other hemorrhages that pre- 
natal care can do much for. Dr. Flint and Dr. Rice and Dr. Beek of Brooklyn 
have shown what prenatal care has done in the way of lessening the incidents of 
eclampsia, but we have no control of sepsis that has recently been raging in 
hospitals and we have no control often over the ordinary accidents of labor. 
There are two distinet things, prenatal care is one thing and care at the time of 
labor is another. It is here that the reason may be vound why some maternity- 
center statistics do not show favorable results on the surface. 


Dr. JouN Van Doren YounG read a paper entitled Intermittent Aspi- 
ratory Hyperemia in Gynecology. (lor original article see page 
IR(). ) 


DISCUSSION 


DR. WALTER T. DANNREUTHER.—Several years ago, I employed a some- 
what similar method, by using the reverse of a compressed air apparatus, but with 
rather disappointing results. However, I employed tips of various sizes which were 
manipulated by forceps, and not the large tubes that Dr. Young has demonstrated. 
I tried out the idea chiefly for the purpose of collecting specimens and draining 
the cervical glands. I cannot explain why my experience was so different from that 
of Dr. Young, but I found it practically impossible to get any quantity of discharge 
with my suction apparatus. On the other hand, I have used the suction in the 
treatment of menstrual and cervical disturbances with very satisfactory clinical 
results. 

3efore undertaking the treatment of cases of leucorrhea, it is necessary to de- 
termine the underlying cause, after which they may be placed in one of two great 
classes, relying largely upon the microscopical features of specimens taken from 
the cervix. I have no confidence whatever in a pathologie report which simply states 
““gonococei present’’ (or absent). We should get a report which shows a large 
number of mucous shreds and corpuscles, a few pus cells, and no pathogenic micro- 
organisms, except possibly a few micrococci catarrhalis, or else one in which the 


pus cells predominate and pyogenic microorganisms are present. The findings in the 
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first group of cases represent simply an evidence of hyperseeretion, while those in 
the second group indicate at least true cervicitis or endometritis, plus infection. We 
all know that the cases coming within the first category are few and far between 
but are the ones that are really benefited by curettage, while the others must be 
treated in the office and may be greatly aggravated by surgical trauma. 

[. should like to know how Dr. Young differentiates between cervical erosion and 
ectropion. Cervical erosion will, of course, respond to office treatment, but I have 
never succeeded in curing ectropion except by a plastic operation. It is my own 
practice to distinguish one from the other by making a topical application of tin: 
ture of iodine, for we know that squamous cells take the iodine stain, while euboidal 
lo not. 

Is there any advantage in using the long glass cups instead of the short ones 
which I employed? Perhaps these long vacuum tubes have some virtue and ad 


vantages not possessed by the smaller cervical tips. 


DR. YOUNG.—The use of the compressed air apparatus for cupping the cervix 
as suggested by Dr. Dannreuther, is quite in contrast to the method described in my 
paper. Dr. Dannreuther uses a small cup held against the cervix with an air 
exhaust that produces a small area of slowly increasing partial vacuum, a true 
cupping, while in my apparatus there is rapidly produced partial vacuum in a long 

1] 


tube, which gives a hammer-like blow to the cervix, this causes a cervical congestion 


ind a true uterine stimulation, then it is as suddenly let go and there is a return 
to normal in the circulation, also a muscular relaxation. This aspiratory stimulation 
may be repeated as desired; there is also an incidental aspiration of the cervical 
glands. 

I suggested in my paper a combination of the cautery and aspiratory hyperemia. 
[, however, believe the cautery should be used with care. 

This report is in the nature of a preliminary one as it is based only on 221 cases, 
and my observations and study have only covered two and one-half years. I do 
not feel that either the time or the number of cases are sufficient to make positive 
statements from, but my observed results have been so satisfactory that I unhesi- 
tatingly recommend it. It is an instrument for office use and as such I have found 
it indispensable, both in the treatment of cervical infection, and as a method for 
uterine muscular stimulation. 
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Selected Abstracts 


Therapy of Uterine Fibroids 


Béclére: Three Hundred Cases of Uterine Fibroids Treated With X-Rays. Journal 
de Radiologie et d’Electrologie, 1921, v, 449. 


Of this interesting and extensive paper, only a few of the most important points 
can be mentioned. The menorrhagias disappeared in 294 cases. An immediate ces- 
sation of the menstruation occurred in 5 per cent; 77 per cent had one or two 
menstruations before the final cure; in 15 per cent menses occurred three times; 
in 3 per cent, monthly bleedings were noted more than three times. In all cases, 
a more or less marked shrinkage of the tumors took place sooner or later. In 
74 out of 272 tumors which extended into the abdominal cavity, no vestige of the 
growth was found on bimanual palpation. These findings were elicited immediately 
after the last treatment. This retrogression is so constant that an abdominal tumor 
diagnosed as a uterine fibroid which does not recede after x-ray treatment, can- 
not be considered to be a fibroid, The reduction in size begins after the first 
series of treatments and is plainly noticeable after the second or third series, In 
favorable cases, the upper pole of the tumor recedes about one centimetre a 
week. This shrinkage is independent of the ovarian function; it may precede the 
suppression of the menses by one or three months, and it occurs equally promptly 
in women who have long been in the menopause. This fact proves a specific action 
of the x-rays upon the cells of uterine fibroids. 

As soon as hot flushes oecur, the treatment is interrupted. If, on the other hand, 
the hot flushes last but a short time, a recurrence of the menstrual flow and a new 
increase in the size of the tumor is likely to happen. Such recurrences were ob- 
served in 10 cases and necessitated a few additional treatments to be cured definitely. 
There were three complete failures among the 300 cases; in all three a submucous 
fibroid required surgical treatment. In six cases, polyps, cancers of the body, and 
ovarian cysts complicated the clinical picture and interfered with the success of the 
x-ray treatments. 

The only danger from x-ray treatment is the effect upon the skin. With a proper 
technic, such x-ray burns can easily be avoided. Pigmentation of the skin oe- 
curs almost regularly but is only temporary. The subjective disturbances follow- 
ing radiation such as nausea and general malaise, the author has observed only in 
a very small percentage of his cases, There is no essential difference between the 
symptoms of the natural menopause and those of the artificial menopause induced 
by the x-rays. On the contrary, the radiated women seem to feel better and stronger, 
probably because they are relieved of the toxie substances produced in the fibroids. 
The sexual function is very little, if at all, interfered with. 

As to the indications for x-ray treatment, the author contends that radiotherapy 
is indicated whenever an operation is contraindicated or considered hazardous. 


329 


330 THE AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY 


Conversely, x-ray treatment is inadvisable only when an imminent danger, a pedi- 
ele twist, an acute hemorrhage or sepsis demands an immediate operation, 
Compared to radium, the x-rays have a wide range of applicability. The latter 
may be employed even in the presence of salpingitis where radium is strictly contra- 
indicated. X-ray treatments, finally, are available everywhere, whereas radium is in 


the hands of only a privileged few. GEORGE GELLHORN. 


Gellhorn: When to Operate and When to Use Radium on Fibroids of the Uterus. 


Journal Americar 


Medical Association, 1922, Ixxviii, 259. 


Gellhorn feels that the principal field for radium is in women over 40 who have 


fibroids not extending to the umbilicus. It is further indicated in those who are, 


for some reason, poor operative risks and those who object to any form of operation. 

Aceording to the statistics of Gauss and Friedrich, the hemorrhage is controlled 
in 9S.4 per cent and there is more or less shrinkage of the tumor in 70 to SO per 
cent of the cases radiated. Gellhorn believes that the ravs have a direet de 
structive action on the tumor cells, as mere castration would not cause the rapid 
shrinkage observed in some cases. 


All tumors extending above the umbilicus and all large pedunculated subserous 


and submucous fibroids should be operated on, as well as all cervieal fibroids. 
Suppurating, necrotic and gangrenous fibroids are unsuitable for radiation, as well 
as those undergoing cystie or calcareous degeneration. Co-existing adnexal disease 
is an indication for surgery. Gellhorn feels that radiotherapy is justified in cases 
of sarcomatous degeneration, provided the dose is correspondingly large. 
The success in the use of radium depends upon the proper selection of cases. 
Gellhorn prefers radium to x-rays, but occasionally uses the two in combination. 
Ordinarily he employs 1200 mg. hours within the uterine cavity. This treatment he 
administers preferably after the menstrual period. While calling attention to the 
absence of any operative mortality, which is from 3 to 5 per cent, he admits that 


he has found it applicable in only about 60 per cent of the cases coming under his 


care. R. E. Wosvus. 


Taussig: In What Cases Do Uterine Fibroids Still Require Operative Removal? 

Journal American Medical Association, 1921, Ixxvii, 357. 

Taussig prefers radium to x-rays in the treatment of uterine fibroids and be 
lieves that it will eventually replace operation in most eases. However, he realizes 
certain very definite contraindications to its use. Among these are the following: 
Size. Tumors more than 12 em. in diameter should be removed by the knife, Leca- 
tion. Submuecous fibroids protruding through the cervix, subserous fibroids with 
pedicle, cervical fibroids and intraligamentous fibroids should be operated on, De- 


generation, Rapidly growing tumors, calcified or necrotic fibroids and those compli 
eated by malignaney are unsuitable to radiation. Age. Not age, but the desire 
for children and the preservation of menstruation, are indications for myomectomy 


or hysterectomy. Complications. Pyosalpynx and ovarian eysts make operation im- 


perative, R. E, Wosvs. 


Wiener: The Present Status of the Treatment of Uterine Fibroids. New York 
Medical Journal, 1921, exiv, 400. 


The author presents his conclusions as follows: 1. Many fibroids require no 
treatment whatsoever. 2. Radiotherapy is a more radical method of treatment than 


operation because it destroys the ovary. 3. The contraindications to radiotherapy 
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are youth of the patient, large tumors, pain as a symptom, inflammatory conditions 
of the adnexa, submucous and subperitoneal pedunculated growths, ovarian tumors 
and carcinoma of the fundus. 4. Radiation should always be preceded by diagnostic 
curettage. 5. Indications for radiation: as a palliative measure in patients with 
serious organic disease; small uncomplicated fibroids, where bleeding is the sole 
symptom, and the patient is approaching the menopause. 6. The indiscriminate 
use of radiotherapy in the presence of unsuspected and undiagnosed complications 
will lead to a high mortality. 7. Surgery is the more conservative method of treat- 
ment, especially as regards the ovary. 8. Surgery takes care of the pelvic com- 
plications. %. Myomectomy should be more frequently employed; it conserves the 
function of menstruation, and occasionally permits of future pregnancy. 10. Sur- 
gery has a mortality of from one to two per cent, including cases with severe com- 
plications—figures entirely comparable to those of the operation of internal appendec- 


tomy. MARGARET SCHULZE. 


Montgomery: Indications for the Surgical Treatment of Fibroid Tumors of the 
Uterus. Illinois Medical Journal, 1921, xl, 325. 


Necropsy statistics at the Massachusetts General Hospital and the Johns Hop- 
kins Hospital show that 28 per cent of all women over thirty-five have fibroids. 
The mere presence of this condition is not an indication for operation. The most 
frequent symptom demanding interference is hemorrhage and its resulting anemia. 
Until recently this was considered sufficient reason for operation, 


that in uncomplicated cases, radium offers the best means of treatment for this 
condition. 


Kelly has shown 


Kelly claims that if radium is insufficient, its use in no way interferes 
with subsequent operation. 

The author feels that surgical treatment is preferable in robust women under fifty, 
with hemorrhage and growing tumor. The most pressing indications for operation 
are sepsis and acute abdominal pain caused by tumor pressure in the pelvis. 
Severe pressure symptoms of any kind require operative relief. Noble and others 
have shown that over 2 per cent of the fibroid tumors removed are complicated by 
carcinoma of the cervix. Complete removal, therefore, would seem to be the 
tion of choice in parous women, With the judicious selection of cases for 


tion and radiation, better results will be obtained than through the routine 


opera- 
opera- 
use of 
either measure alone. H. W. SHUTTER. 
Clark and Norris: End-Results in 232 Hysteromyomectomies. Surgery, Gynecology 

and Obstetrics, 1922, xxxiv, 509. 

This analysis was instituted in order to shed some light on the fate of conserved 
ovaries as well as the discomforts produced by their removal. The authors 
the following conclusions: 


reach 


Hysteromyomectomy is productive of excellent end-results whether or not ovarian 
conservation is practiced, but better end-results and greater comfort to the patient 
can be secured by conserving the ovaries. While one ovary is better than none, 
it is best to conserve both, if possible. 


Conserved ovaries seldom give rise to subsequent trouble. In 171 cases in whieh 
a total of 261 ovaries were conserved, it was not necessary to re-operate for ovarian 
degeneration. That conservcd ovaries, however, may give rise to subsequent trouble, 
is conceded. The successful conservation of ovaries depends upon the condition of 
the ovary at time of operation, the conservation of adequate blood supply and the 
retention of the ovary in its normal position. It may be better to sacrifice a doubt- 


ful ovary than to conserve it. 
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When both ovaries are removed, the severity of menopause symptoms depends 
more upon the temperament of the patient than upon her age. In most cases the 
symptoms, even in young women, are not severe. Conserved ovaries functionate and 
when the menopause does occur in those cases in which the ovaries are conserved, 
it is more gradual and less severe than in the usual surgical menopause. 


R. E. Wosvus. 


Seitz: Experience with X-ray Therapy in Genital and Extragenital Sarcoma. 

Deutsche Medizinische Wochenschrift, 1922, xlviii, 545. 

While the possible existence of sareomatous degeneration in a fibroid has been 
given as an argument against the routine treatment of these tuomrs by the x-ray, 
Seitz has come to the conclusion that even the demonstrated presence of sareoma 
is no contraindication to radiation. In such eases however the 
double that usually administered for fibroids. 

Of + cases which were positively diagnosed as uterine sarcoma by exploratory lap- 
arotomy and histological examination, one case was hopeless from the start and 
died soon afterwards. The second case was in perfect health for 34 years and then 
died from a metastasis in the region of the stomach. Two are free from recur- 
rence after a period of 5 years. Following operation, 20 per cent were alive from 

to 5 vears according to statisties collected by Veit, while of Seitz’s later cases 


treated by x-ray, all are at present well and free from recurrence. Or these, 3 


cases were tr d 3 vears ago and 7 eases 2 vears ago. Of 15 eases in which sar 
coma s degeneration of fibroids was assumed but not positively diagnosed, 15 are 


live after pei ars. 
Of + eases bdominal sarcoma, 2 died soon after radiation, 
one d thre live and well after 4 vears 
or the sa omatous tumors in so ers Sol 


had been previously operated upon, 26 having metastases and being consid- 
ered hopeless from the start. In all cases there was a temporary improvement and 
3 per cent of the total number are alive from 2 to 3 years after radiation. 

These results ineline Seitz to the belief that, even at the present time, proper 


ion. R. E. Woswus. 


The author in a short article, including the citation of some cases, draws the fol 
lowing cone¢lusions ] One application of radium may bring on the menopause 
and may be substituted for operative procedure. ‘ee The method may cause dis- 
tress and even dangerous results. 3) Ovarian extract should be given to eounter 
act unpleasant symptoms from the sudden menopause. 1.) He advises the use of 


ovarian extract in illnesses at the time of menopause which are probably due to 


ovarian insufficiency. (o. Asthma may be due o deficiency of internal secretion. 


Ovarian extract is occasionally beneficial. F, L. ADAIR. 


Werner: Influence of Deep Radium and X-Ray Treatment on the Process of 
Reproduction. Muenchener Mediziniche Wochenschrift, June 24, 1921, p. 767. 


Writers seem to agree that deep radiation does not inhibit the power of concep- 
tion, does not disturb parturition, and does not predispose to abortion or premature 
labor. 

Much more uncertainty exists in regard to the fate of the offsprings of women 


radiation offers a better prospect of cure in sarcoma than operat iii 
Ross: Asthma and Radium Menopause. British Medical Journal, 1922, No. 3184, 
p. 12. 
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who have been rayed. Doederlein and later Kroenig pointed out the danger of 
partly damaged ova becoming impregnated and giving rise to varying degrees of 
monstrosities. This was further strengthened by the experimental work of Hertwig 
who rayed spermatozoa and non-impregnated as well as impregnated ova directly. 
Fraenkel applying this to humans was able to demonstrate a constant general under- 
development as a result. On the other hand Nuernberg’s more recent investigations 
point to just the opposite conclusion. He.concludes that some ova are so badly dam- 
aged in the ovary that they cannot continue to develop, while others are not 
changed at all, and so may give rise to a normal fetus. Such ova as may be 
only partly damaged and might give rise to monstrosities escape our observation, 
probably by leading to very early abortion. 

The author presents the results obtained in a series of 1512 eases treated by 
radium or x-ray for essential metrorrhagia (990) and myomata uteri (552). Out 
of this series 24 pregnancies subsequently occurred. Of these, 13 resulted in full 
term pregnaney with living child, 1 in four weeks premature labor, 9 in abortion 
from the second to the fifth month, and one pregnancy was terminated by removal 
of the myomatous uterus. 

Two of the full-term pregnancies with living babies, three of the abortion cases 
and the case of interrupted pregnancy (hysterectomy) had become pregnant after 
an amenorrhea lasting for several months produced by x-ray or radium treatment. 
The remaining pregnancies occurred in women who, under treatment, had reached 
a stage of oligomenorrhea. 

Not counting the interrupted pregnancy (hysterectomy) 14 of the 23 cases ended 
with delivery of living child while 9 aborted. Of the 9 abortions, 3 were induced, 
6 were spontaneous; this leaves a proportion of 2.3 births to one abortion while 
the relation in Germany is as 5:1. 

All labors were normal as were the puerperal periods. Eclampsia developed in 
one case during labor. Early pregnancy also was normal. 

The new born children were normal in appearance and negative to examinations. 
Of the 14 babies born alive, 4 have since died. The premature died in 8 hours 
of general weakness, the other three of intercurrent disease—pneumonia, bronchitis 
and measles at 9, 10 and 15 months. The remaining 10 have been carefully ob- 
served. They range in ages from 2 months to 8 years. Six of these (2 months 
to 3 years) seem normally developed physically and mentally, 4 are between 6 and 
8 years, 3 of these in spite of exceptionally good initial development became defi- 
cient in the 4th and 5th year in weight and length to an extent which can be ex- 
pressed as 16 per cent and 8 per cent respectively when compared with the normal. 
They are even yet one kilogram underweight, and one is § em, below the normal in 
height. All of these children have had an ample diet. 

In two further cases treatment was continued after pregnaney had originated. 
The first woman beeame pregnant after the first treatment and the condition not 
being diagnosed the treatment was repeated 3 times. In the second case with a 
mistaken diagnosis of myoma uteri 4 intra-vaginal treatments of 30-40 mg. of 
radium for 24 hours each were given. The first woman went to full term, delivered 
normally of living child fully developed and apparently entirely normal. 

The second woman went overtime 4 weeks and delivered of an under-developed 
baby, 45 em. long, 1950 grams and manifestly under-nourished. The first baby 
now 6 years old is 3 kilograms underweight; the second baby—3*4 years—is about 
one year behind normal in its development. 

In general, the author concludes, pregnaney can oceur after x-ray and radium 
treatment of dosages in vogue, even when the stage of amenorrhea has been reached 


and in neither the course of pregnancy nor in labor is any special danger to be 
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anticipated. A definite tendency to abort seems to exist in these cases. While the 
new-born presents no apparent damage or mal-development, later on, development 
appears to be retarded. S. B. SoLuHave. 


Stenger: Pregnancy and Birth after X-Ray Treatment of the Myomatous Uterus. 
Schweizerische Medizinische Wochenschrift, 1921, ii, 1084. 


The question is raised as to whether children, normal in physical and mental 
development may be born to a mother with a myomatous uterus after extensive x-ray 
treatment for the myomata. The author cites cases where apparently healthy chil- 
dren were born after the uterus had been treated for myomata almost as large as 
a fetal head and the myomata had disappeared. The explanation offered is that 
probably impregnation had taken place before treatment or close to it or else that 
some of the primordial follicles were immune to the dosage used either intrinsi 
eally, or that they were buried more deeply in the ovary and were not reached. 
He suggests that amenorrhea may come on a month or two before actual steriliza- 
tion has taken place. In the event of other complications such as Basedow’s dis- 
ease the dosage may be varied so that actual sterilization does not take place and 
this opens up the possibility of temporary sterilization in such conditions as pul 
monary tuberculosis, mental diseases or kidney affections. If the patient be al- 
ready pregnant there is no definite reason to expect either an abortion or an 
imperfectly formed child. Apparently the best time to attempt temporary steril- 
ization is in the first half of the intermenstrual period and the treatment to be 
at a single sitting. The methods are too uneertain as vet to be able to determine 


the length of such temporary sterility. A. C, WILLIAMSON. 


Aschenheim: Danger of X-Rays to Fetus. Archiv. tiir Kinderheilkunde, 1920, 


Ixviil, 28. 


The child, described by the writer, was three and a half vears old, microcephalie 
With pronounced ophthalmie anomalies (microphthalmos, cataract, atrophy of both 
optie nerves, and bilateral chorioretinitis). Mother not syphilitic. In the absenée 


of all other possible etiologic factors the author believes that two x-ray treatments 
administered during the first month of pregnancy may be held responsible for the 
defects of the child. In his opinion, this conclusion seems particularly justified 


by the eye changes. }HRENFEST. 


